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The Hospital of Tomorrow 


A Symposium Which Opens With a 


Sister's Views on How to Select the 


Right Administrator 
Prior to Building 


IN OUR days when the entire 
hospital system, as well as all else in 
the world, presents a chaotic picture, 
many administrators are faced with a 
building program, and they ask them- 
selves how they can best approach 
the construction of a general hospital, 
which has for its purpose the care of 
both soul and body before birth until 
after death. 

Hospital planning is more involved 
than any other type of construction. 
It is costly, intricate, highly depart- 
mentalized, and presents real prob- 
lems in the development of proper 
co-ordination. Because of the many 
complexities involved in this plan- 
ning the administrative body should 
exercise great care and good judg- 
ment in setting up their basic pro- 
gram of the area. 

There is a great deal of statistical 
information with which this group 

ll be concerned before final ap- 

val is given to the erection of the 

ospital. Much of this information 

ll be needed by the architect and 
a'ministrator when designing is be- 

n; however, these details will not 

discussed here. Let us confine 

t discussion to: Necessary funds; 
‘lection of architect; selection of 

ministrator. 
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and Architect 


First Consideration: the Budget 

The building budget is a subject of 
paramount importance. It is really 
the chief determining factor when 
considering size of hospital, diagnos- 
tic units, materials to be used, and 
type of construction. You must not 
plan just for the present but must 
look as far into the future as pos- 
sible, and allow for expansions not 
only in patient areas but also in 
service and diagnostic units. 

The architect should be given very 
definite information 
funds available; otherwise he is apt 
to plan far in excess of the estimated 
budget. Within the past few months, 
two fund drives have had to be de- 
layed because the architects were not 
sufficiently impressed with the limita- 
tion of funds. 

The experienced hospital architect 
is capable of making recommenda- 
tions and suggesting compromises 
when his estimated costs are in ex- 
cess of the budget. The administrator 
with the architect will determine the 
extent to which they can cut without 
impairing the efficiency of the build- 
ing. However, this may prove to be 
very complicated. You must remem- 
ber that if you set your goal for 
$2,000,000, this entire amount will 
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available ior the building 
alone — you must deduct the 
centage due the campaign agency and 
the fee of the architect. Make sure, 
too, that driveways parking 
space are included in the architect's 


not be 
per- 


and 


estimated cost figure. These are very 
important matters to be determined 
in the first stage of the program 
The original cost of building is not 
the only financial phase which should 
be determined before designing and 
construction are One must 
have reasonable assurance that the 
hospital will be self-supporting. Esti- 


begun 


mated incomes from types of accom- 


modations and services will aid in 
determining this 

The administrative body 
of well trained 
who appreciate the value of experi- 
ence and should therefore be inter- 
in securing the services of an 
whom they 


their 


consists 


business executives, 


ested 
experienced 
must 
he spital 


person to 


entrust the designing of 


Selecting the Architect 
There is much discussion about the 
specialized hospital architect. The 
majority object to this phrase, so let 
us refer to him as the “experienced 
hospital architect” which means 
nothing more than one who has had 
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an opportunity to make a study of 
hospital functions and hospital de- 
signing and who understands the hos- 
pital language. One must work with 
both the experienced and inexperi- 
enced hospital architect before one 
can understand what is involved. 

The experienced hospital architect 
who has made a specialty of hospi- 
tal construction is best prepared to 
assume responsibility for his task. 
He has made a study of hospital 
functions, he has designed hospitals, 
and he can bring to this new work 
his years of experience. Too much 
stress cannot be placed upon the need 
for an experienced hospital architect; 
his files contain much valuable ma- 
terial which he will place at the dis- 
posal of the administrator; his past 
experience will enable him to depart- 
mentalize the functions of the hos- 
pital, and his knowledge, gained from 
his varied experiences in planning 
hospitals, proves invaluable to the 
administrator. 

An architect inexperienced in the 
construction of hospitals, facing his 
first hospital building program, will, 
of necessity, draw from every avail- 
able source. But does the knowledge 
thus acquired make up for his own 
inexperience? Is it the best possible 
method of procedure? The answer to 
these questions would hardly be af- 
firmative. However, in some instances 
the administrative body may not be 
free to select an outside architect and 
may be compelled to engage one who 
has never designed a hospital and is 
familiar neither with its over-all nor 
its departmental functions. In this 
instance the experienced hospital 
architect should be called in as con- 
sultant. 


Administrator Should Be 
Experienced 

Next in importance is the experi- 
enced administrator. His directive 
vision is necessary to chart the 
course, to point out myriad details, 
which pertain to his individual insti- 
tution — details intricate but neces- 
sary. The architect needs and desires 
the advice and assistance of one who 
possesses a complete knowledge of 
the hospital as a whole. There is no 
one better qualified for this role than 
the experienced hospital administra- 
tor. Should the administrator lack 
experience, then, by all means, he 
should secure the services of a hospi- 
tal administrative consultant. 

The administrator should be able 
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to read the architect’s blue prints 
and understand how the departments 
are being planned. He should give 
them careful study so as to be in a 
position to suggest changes to the 
architect before actual construction 
is begun. He must remember that 
once construction is begun changes 
become costly and in most instances 
are very difficult to make. 

The Sister Administrator has the 
advantage of drawing upon the ex- 
perience and wisdom of the members 
of her community. She should secure 
either from her Sisters or those re- 
sponsible for her departments, the 
details of the flow of work in each 
division. 

The U. S. Public Health Service 
has developed very good functional 
designs. No grave errors will be made 
if these plans are used as a basis. 

Let us consider a few details re- 
garding working relationship between 
architect and administrator. Beauty 
of design is often uppermost in the 
minds of architects. It is the expe- 
rienced administrator who sees most 
clearly the problems and pitfalls that 
lie in actual hospital operation. 
Therefore, it becomes his obligation 
to direct the architect’s thinking 
along the most practical lines. There 
may be instances when the architect 
and the administrator do not see 
“eye to eye.”’ When this occurs, care- 
ful discussion with an authority on 
the involved problem is the only solu- 
tion. 


Relationship With Contractor 

The architect is the one who will 
design the building. The contractor 
or builder is the person who exe- 
cutes the design produced by the 
architect. The builder is not respon- 
sible for the design, therefore, he has 
no authority to change the plans. To 
ask him to do so creates an embar- 
rassing situation, and leads to great 
confusion. No architect appreciates 
having his client deal directly with 
the contractor regarding design or 
specification. An administrator may 
unconsciously follow this procedure 
at times, due to the fact that the 
builder is always on the premises and 
the architect is not. However, it is 
the latter who must approve changes 
in design and specifications. Once the 
contract has been assigned, the ar- 
chitect accepts all responsibility for 
the building program from start to 
finish, and it is he who will be held 
responsible for any contingency that 
arises. 


Information Needed by Architect 

and Administrator 

The architect and administrator 
must have at hand the following 
information: 

1. A description of the site, the 
kind of terrain, etc. 

2. An explanation of the function 
of the hospital and the community 
area to be served by it. 

3. A chart depicting the complete 
organization of the institution, from 
ownership and management down to 
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Chart A: Organization Chart of St. Mary’s Hospital, Rochester, N. Y. 
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the most unpretentious department. 
(Chart A.) 

4. Flow charts illustrating the course 
of activity in each department and 
the inter-departmental relationship 
involved. (Charts B. and C.) 

5. A list of the types of profes- 
sional, technical, secretarial, clerical, 
skilled and non-skilled personnel that 
will be employed and housed in the 
institution. 

The assembling of this information 
requires a great deal of careful study 
and planning on the part of the ar- 
chitect and the administrator; it also 
means frequent consultation with the 
heads of departments. 

The designing of the nursing units 
demands most careful consideration 
and study. The twenty-five bed nurs- 
ing unit has been generally accepted 
as a good working basis. This unit 
must be provided with all the facili- 
ties needed in the care of patients, 
and it is not always a simple matter 
to place the twenty-five beds in a 
specified area because of having to 
conform to the dimensions and 
arrangement of the floor above or 
below. 


Size of Nursing Unit May Cause 
Inefficiency 

A costly administrative problem is 
encountered when the greater portion 
of a floor is utilized for diagnostic 
services, while a small portion, per- 
haps one wing, is developed for the 
care of patients. Such a unit may ac- 
comodate only fifteen patients, but 
it must be staffed with the same num- 
ber of personnel and supplied with 
the same equipment as the larger 
section. The architect may not realize 
the nursing problems involved but 
the administrator should, and be most 
vigilant in guiding the architect away 
from this type of planning. 

Service in ward areas is more 
heavily concentrated than in sections 
destined for private rooms. The de- 
sign should therefore take into con- 
sideration the increased facilities 
needed for the fifty- to seventy-five 
ward bed areas rather than simply 
to duplicate that designed for single- 
room patient areas. Diet service, linen 
transfer, rubbish disposal will be far 
heavier in the ward sections; in- 
creased elevator service for the car- 
ryving of trays and linen should be 
provided for this area. More charts 
will be needed, hence, greater desk 
space should be planned. The resi- 
cents and interns will do most of 
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their work on these patients; a point 
well to remember in designing this 
space. 

The hospital is only as good as 
the service it affords the patients. 
They may be established in very com- 
fortable quarters but their comfort 
may be overshadowed by the incon- 
venience and poor placement of serv- 
ice units and diagnostic facilities. 


In many instances, it will be advis- 
able to discuss location of services 
first, then the location of nursing 
units. The idea that beds are the 
most important item in hospital plan- 
ning must be dispelled. Beds are 
useless if the hospital does not have 
adequate, well placed facilities with 
which to care for the patients who 
occupy those beds. 
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Chart C: Policies governing procedure of new borns at St. Mary's 





Planning the Service Units 

Now that we have referred briefly 
to the necessity for careful planning 
between architect and administrator 
in the nursing units, let us pass to 
the service units and view the flow 
charts for the dietary department 
(Chart D) and the laundry (Chart 
E). The different steps involved in 
the processing of work throughout 
this department are illustrated. Pro- 
cedures are not written into this 
chart but the different steps of work 
follow consecutively. Flow charts 
made available by the administrator 
for his own particular hospital, com- 
bined with the functional designs 
of the Public Health Service, will 
assist greatly in the avoidance of 
errors in designing service units. 

The fact that architects and ad- 
ministrators are not using every pos- 
sible effort to attain perfection of 
construction and design is shown by 
the poor planning evidenced in hos- 
pitals recently constructed. 


To illustrate: 

Completed building and no drive- 
ways provided 

Poorly planned driveways and in- 
sufficient parking areas 

No hand rails on inside or out- 
side entrance steps 

Steep ramps with no rails provided 

Soiled linen room opening into 
dietary area 

Soiled linen chutes too ‘small to 
take large-size hamper bags 

Doors to chutes too small 
closing noisily 

Entrances on north side of build- 
ing making for a costly mainten- 
ance problem in the winter season 

No separate entrance for under- 
taker 

Passenger elevator used for trans- 
portation of bodies necessitating pas- 
sage through public area to reach 
morgue 

Mortuary refrigerator located in 
autopsy room 

Three tier mortuary refrigerator 

Oxygen stored on top floor 

No provision for storage other than 
linen 

All elevators located in one area 

Passenger elevators under master 
control 

No shaft provided for extra ele- 
vators 

Unbalanced nursing units, too 
many patients in ward areas 

No private waiting room for be- 
reaved relatives of deceased patient 

No privacy for the admission of 
patients 


and 
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Lobby too small for waiting group 
at visiting hours 

No provision for visiting children 
who must be kept out of nursing 
units 

No provision for waiting prospec- 
tive fathers 

Personnel must pass through ac- 
cident areas to reach cafeteria 

Insufficient provision for personnel 
lockers and rest rooms 


Cafeteria and patients’ dishes all 
washed in same area resulting in an 
increased breakage due to volume of 
dishes coming into one place 

No one person has the complete 
answer to the designing of a perfect 
hospital. All should profit by the 
trials and errors of their predeces- 
sors and spare no effort to attain 
the goal. 


How To Review Soiled Linen Flow Chart 


Note: For Chart, see page 310 


Soiled linen from patient’s bed: 

Where is soiled linen placed when re- 
moved from patient’s bed? 

Is it placed on the floor, on a chair, 
in a soiled pillow case, or in a small 
or large hamper bag? 

When removed from patient’s room, is 
it placed in large soiled clothes 
hamper bag in corridor adjacent to 
area where nurse is servicing pa- 
tients? 

Is it carried to hamper bag kept in 
utility room? 

Is it dropped directly down soiled 
linen chute? 

Location of entrance to linen chute: 
Is this opening on main corridor wall? 
Is it in a recessed alcove area? 
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Is it located in the dirty utility room 
How closely located to nursing area 
Is it located in a traffic area? 

Is it located next to an incinerato 
opening? 

Size of opening: 

How large is the opening? 

Will the aperature admit a large siz 
hamper bag or would you have t: 
stop and drop down small bundle 
singly ? 

What is the height of opening fron 
floor? 

Type of Door: 

Is door of stainless steel? 

Is it circular? 

Is it protected by rubber bumpers? 

When bag is falling through chute, is 
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Chart D: Flow Chart of dietary service to patient, used at St. Mary’s. 
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a suction created, causing door to 
slam and create disturbing noise? 
If circular bumper protects door clo- 
sure from making a noise, what 
happens when latch or spring on 
door closes? 

Are you familiar with the sliding up 
and down type door? 

Chute: 

Is it of tile or metal construction? 

Is there a water attachment at top 
to permit washing of sides? 

Is chute round or square? 


Exit: 

Is exit located in center of ceiling? 

Is it flush with ceiling? 

Is it located flush in wall about five 
feet from floor? 

Does it provide a resting place for 
bags or bundles causing a choking 
of chute over weekends? 


Soiled linen room: 
Are walls of tile? 
Is floor of tile or concrete? 


Planning... Part 2 
Wanted: Information, Please! 
William A. Riley, AVA. 


An Architect Discusses the Various 


Types of Information Needed in 


Effective Planning 


ONE of the most important re- 
quirements of hospital planning is the 
preparation and development of a 
comprehensive hospital program. If I 
can get across to you the purpose 
and the value of proper program- 
ming basic for good hospital design, 
| am confident we shall have better 
hospitals for all our people. 

It is not easy to prepare an ade- 
quate and complete hospital program 
prior to the making of any schematic 
sketches. However, it is absolutely 
essential that the hospital consider a 
program that will embrace all the 
needs for the proposed building. If 
the program is carefully and well 
prepared, there will be few important 
details “found wanting’ when con- 
struction is completed. 


The Medical Institution 

The planning of a hospital is a 
highly specialized architectural and 
engineering task. No other type of 
building, I believe, is so complicated 
is our modern medical building. Your 
ospital must be as nearly a self- 
ontained unit as it is possible to 
evise. In addition it must be spe- 
ially arranged and equipped for all 
he professional procedures needed 
the adequate care of the patient. 
The planning of a hospital involves 
iree fundamental factors: function, 
rm, and engineering. Hospital con- 
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struction differs from that of most 
other buildings in that the functional 
plan is of primary instead of sec- 
ondary consideration. 

In the past, hospital planning and 
design was the result of the attention 
of a local group only. Today the 
problem is entirely different; it is one 
of a co-ordinated and integrated hos- 
pital program, embracing a health 
service area. 


Outlining the Program 

Just what does an architect have to 
know in black and white before he 
undertakes laying out schematics for 
either a new hospital or for expan- 
sion of an existing hospital? Your 
hospital architect must participate in 
the pre-planning that will embrace 
the over-all considerations of the 
undertaking to develop the hospital. 
It is true that one of the most diffi- 
cult phases of hospital work is obtain- 
ing the necessary data required for 
good design. 

One of the real problems of the 
hospital architect is to keep pace 
with the progressive changes and im- 
provements ‘in hospital design. It 
should be remembered that since all 
services must be uninterrupted day 
or night, holiday or weekday, every 
provision should be made to prevent 
breakdown and to have means of 
alternate service in case of emergency. 

Consider the reasons and the prob- 


Is drain in floor located under exit of 
linen chute with proper 
toward drain? 

Is it provided with natural or forced 
ventilation ? 

Is it properly screened? 

Is it adjacent to laundry? 

Through what 
trucks 
reach laundry ? 

Are entrances in 
separate from all 
gency, and public areas? 


grading 


areas do soiled-linen 


have to be transported to 


soiled linen room 


dietary emer- 


lems involved -in labor saving, travel 
study for nurses and personnel, and 
the hospital circulation that must be 
resolved into simple and direct lines 
of a traffic plan. It will require a 
great deal of time and study to do 
all this preliminary work and to do 
it well. 

The hospital architect should be 
interested in taking proper steps to 
provide the best possible facilities for 
the purpose intended. It is his ability 
to assist in collecting and evaluating 
the deter- 
mine what 
that distinguishes 
architect.” Some preliminary func- 
tions do not traditionally fall within 
the scope of the usual architectural 


information available, to 


facilities are necessary, 


a “good hospital 


practice. 

The and 
patients to be handled: the extent 
arrangement of adjunct facil- 
the size and character of the 
these and other 


number classification of 
and 
ities: 
various departments: 
related facts should be determined by 
the hospital that will operate the 
institution. 

There are doctors, supervisors 
nurses, dieticians, engineers and many 
others, 
and yet whose responsibilities relate 


whose jobs are diversified 
closely to one another, in that each 
must be efficient in order to achieve 
an efficient unit. 

The administrator certainly should 
be of help in bringing the require- 
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ments of these groups together and 
the hospital architect should also be 
able to correlate the functions of a 
hospital building. 

The board of trustees will depend 
in a large measure on the ability of 
the administrator to assist in the 
directing of the planning of the 
hospital project. 

Let us consider a few key points 
in the “preplanning” of a hospital 
program: 


Existing Hospital 

The development of a logical ex- 
pansion program, with the necessary 
replacement of existing services, 
requires a “survey” the purpose of 
which should be as follows: 

To determine the need for in- 
creased facilities for all departments 
of the hospital. 

To determine the allocation of 
space in the existing buildings for the 
best functioning of the various 
departments. 

To present by tables and charts 
the past and present history of each 
department. 

To recommend the most practical 
location for any new buildings that 
may be needed for immediate and 
future requirements. 

To consider the potential income 
and operating costs for any proposed 
and existing beds. 

To consider the approximate costs 
of the immediate needs, arranged on 
a step program basis in order to allow 
the completion of each unit as funds 
may become available. 

To develop sufficient schematic 
plans indicating the circulation, bed 
arrangement, equipment, and _facil- 
ities’ location, all of which will be 
illustrated by the architectural 
recommendations. All the replace- 
ment and expansion services should 
be based upon the results of confer- 
ences with appropriate committees, 
the administration, and the staff, to 
the end that the opinions from these 
sources may contribute to the best 
solution. 


New Hospitals 

In outlining your program for a 
new hospital, you should consider a 
survey of the community needs which 
would include the following: 

1. A map indicating the counties, 
towns, and cities with their popula- 
tions, and the location of all hospi- 
tals within the hospital area. 
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2. A study of population statistics, 
the birth rate, death rate, type of 
community, the nationality and 
financial status of the people, the 
relationship of the proposed hospital 
to any public health program for 
the community. 

3. State Surveys, 
No. 725 

Most states have practically com- 
pleted their surveys and reports of 
the organization and extent of exist- 
ing and required hospital services. 
The state survey will also con- 
tain recommendations for extending 
present facilities under a developed 
co-ordinated plan for hospital care. 
It will also be possible to estimate 
the proper number of beds and types 
of services needed for the com- 
munity, whether urban, rural, farm, 
or non-farm classification. 

Additional data basic for establish- 
ing the number of beds required may 
include: patient days requirements 
within a hospital district; age and 
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sex; health and economic factors; 
prepayment income plans; trans- 
portation problems. 


Bed Ratios 

Care must be excercised to avoid 
planning for too many beds. In many 
instances proper apportionment of 
beds has not been given sufficient 
attention. The average voluntary gen- 
eral acute hospital cannot support 
too many ward beds, nor can it 
afford to build today too many 
private rooms. 

Another phase of the survey should 
consider each of the different divi- 
sions. The medical, surgical, pedi- 
atric, obstetrical, isolation, and other 
departments should definitely be 
planned for adequate expansion and 
segregation. The maternity depart- 
ment should be large enough to allow 
for peak loads and fluctuating 
demands. The maternity department 
should be designed so that it will be 
completely isolated from all other 
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Chart E: Soiled Linen Flow Chart Referred to in Sister Inez’ article. 
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departments and in no case should 
it be so arranged that it will be a 
thoroughfare to any other depart- 
ment, now or in the future. 


Types of Hospitals 

The survey should consider the 
types of hospital proposed. Will it 
be a general acute hospital, proprie- 
tary, city, county, state? The 
hospital may be a base hospital, a 
listrict hospital, a rural hospital, or 
i health center. 

Some of the various classes and 
ypes of hospital services that will 
rave to be determined are: gen- 
eral hospital facilities, tuberculosis, 
mental, chronic disease and con- 
valescent, public health centers, and 
allied special service, which may in- 
clude: orthopedic, maternity, chil- 
dren’s, skin and cancer, and ear, nose, 
and throat hospitals. 

In the large general hospital, 
usually the base hospital, the follow- 
ing may be required: diagnostic serv- 
ices, acute communicable disease 
section, pulmonary tuberculosis facil- 
ities, nervous and mental disease, 
chronic diseases, health promotion 
programs, convalescent care, and 
possible group medical practice and 
physicians’ offices. 

The hospital architect will have to 
determine in his program what to 
include in respect to the housing of 
the various personnel. There may be 
need for the housing of Sisters, 
interns, and resident doctors, grad- 
uate and student nurses, and main- 
tenance employees. 


Departments 

When we come to the requirements 
of each department in the new hospi- 
tal, there will be need for much 
thought and study. It will be neces- 
sary at the very beginning of the 
program to determine the types of 
departments and their respective 
sizes, 

In the general acute hospitals the 
size of the department for medical, 
surgical, pediatric, and obstetrical 
care are of importance. 

Statistics are available for deter- 
mining the normal distribution of 
patients in general hospitals. 

Site analysis 

A very important requirement for 
a good hospital is the careful study 
and thought required for the selec- 
tion of a good site. The architect 
should assist in the selection of 
the site. 
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An integral part of every Catholic hospital is the chapel. 


The above interior is 


of the beautiful new chapel at St. Francis Hospital, Wichita, Kan., 
known as “The Cathedral.” 


Construction 

The hospital architect should con- 
sider, in the early stages of his pro- 
gram, certain construction features 
that will ultimately affect his think- 
ing and planning. Some of the items 
that may be considered are: 
State and local codes affecting the 

design of hospitals 

Many state and local building 
codes may be out-of-date and may 
present a hardship in planning for 
modern hospital construction. Will 
there be a Board of Appeal available 
for a review and hearing on out- 
moded building codes? 
Zoning laws 

It will be well to investigate the 
local laws on areas and restricted 
building heights before going too far 
with the sketches or schematics. 
Licensure of modern hospitals 

Many states will require that the 
hospital comply with new Public 
Health and Safety Laws for all the 
departments of the hospital. 
Materials 

Available local building materials 
should be investigated, as they may 
affect the planning and construction 
of the new building. 


Major Considerations 
Let’s sum up a few pertinent facts 
and the requirements essential for 
proper programming preliminary to 
design. 
Will the building be a multi-story 
type or a horizontal type? What style 


of architecture will adequately 
express the purpose and function of 
the building? Architectural stvles 
will affect not only the planning but 
the ultimate construction costs. 

Will the hospital fulfill the com- 
munity’s needs and will it have the 
approval and support of the people 
in the district? People are becoming 


more hospital minded than ever 
before. 
Hospital Construction Publi 

Law No. 725 

Will the proposed hospital partic- 
ipate in the new Federal Aid Program 
known as Public Law 725? If so, it 
will be necessary to consider and 
study the requirements, covered by 
the minimum regulation “appendix 
A” which deals with the standards 
of construction and equipment and 
the required procedure for the devel- 
opment of the plans and_ specifi- 
cations. 
Planning: The important phase of 

hospital development 

Have you analyzed the new trends 
and techniques in medicine, surgery, 
and public health, so that it can be 
incorporated in the design for the 
best practice today? 

Changes in nursing 
preventative measures, 
room procedures, nurseries, and the 
effect of these on the use of the 
hospital plant, must be kept con- 
stantly in the mind of the architect 
The burden of including these in the 
program will in many cases fall upon 
the shoulders of the architect. 


technique, 
operating 


Errors to Avoid 
frequent and 
errors encountered in the planning of 


Some significant 
hospitals are: 

Most hospitals fail to have a com- 
prehensive survey that will reveal the 
actual conditions and need for expan- 
sion. The hospital architect must be 
free to reject the dictates of the client 
who is untrained in matters of plan- 
ning, in order to avoid those elements 
that represent only the client's per- 
sonal reflections, and which may be 
contrary to good hospital planning 
Some of these personal ideas in the 
matter of building shapes which may 
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at the very beginning of the planning 
eliminate the development of a real 
program are: 

Failure to study the past history 
of the hospital, which would form a 
basis for judging future trends. 

Lack of consideration of the proper 
balance between patients’ accom- 
modations compared with potential 
income and operating costs. 

Equipment and furnishings: who 
will handle them and when? 

Improper location of buildings in 
relation to one another and in rela- 
tion to future expansion. 

Failure to appreciate that first 
costs are not so vital as maintenance 
costs. 

Insufficient study made of units 
that are repeated many times in the 
program, such as typical patients’ 
rooms and operating units. Insuffi- 
cient study in the planning to elim- 
inate costly waste space. 

In a large building program, it will 
be necessary to allow sufficient time 
to prepare the program, schematics. 
sketches, and the final contract draw- 
ings and details. Many times it takes 
as long to prepare the material as it 
does to erect the building (in normal 
construction years). This time is 


Eum 


absolutely necessary. Clients would 
never request an architect to prepare 
this data in several weeks if they 
knew the work involved and the 
possibilities of omissions resulting 
from unnecessary haste. 


Budget and Costs 

Last but not least one of the most 
important parts of any hospital pro- 
gram is the amount of available funds 
for land, construction, fees, equip- 
ment, and furnishings. Accurate 
knowledge of hospital construction 
costs, and prevailing local labor 
conditions are essential. The best 
solution will be of little value if the 
program fails to recognize the wlti- 
mate inclusive cost of the project. 

Construction costs have risen 
rapidly since 1939. In many cases 
the unit cost per cubic foot has risen 
from 85 cents to $1.60 and up today 
for the same ‘construction program. 
This presents a real problem when 
we think of all the new requirements 
and features asked for today. 

A good procedure today is to have 
a preliminary estimate made of the 
program prior to completion of the 
plans and specifications. This proce- 
dure will save both the owner and 
AVENWE 
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architect time and money. 


Conclusion 

In summarizing: I believe I have 
covered much of the over-all informa- 
tion which a hospital architect should 
have before undertaking any schema- 
tics for the hospital. 

The hospital’s primary function is 
for the welfare of the patients. The 
hospital architect plays a very impor- 
tant part in the expansion program 
because to him falls the entire 
responsibility of executing the 
program. 

The hospital architect | shouk 
realize his obligation to his clien 
and that complete co-operation is : 
necessary requisite from both th 
hospital board and the administrator 

As administrators you are all ii 
a strategic position to render aid an 
guidance in the present constructior 
program. Your hospitals should bx 
planned and designed for economic 
operation as well as for effective 
professional service. 

The real value of any hospital to 
the community is measured by its 
adaptability to present needs and its 
ability to meet efficiently constantl) 
changing conditions. 
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The Plot Plan, one of the initial planning steps. The above plan is of the new hospital which the Sisters of St. Francis are planning ! 
build in Waupun, Wis. It should be noted that the plan calls for five separate parking lots with several entrances and exits to reliev 


congestion. 
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Architects, St. Louis, Mo. 


Provisions are also made for a future maternity hospitol and nurses’ home. — Courtesy Maguolo & Quick, 
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Planning... Part 3 
Selecting a Site With a Future 


Unlike a trailer, a hospital is stationary. 
its location should be right 25 years 


hence. 


THOSE entrusted with the selec- 
ion of a site for a new hospital 
should indeed be people of broad vi- 
sion possessing imaginative power to 
foresee the expansion necessary over 
i. period of many years. 

They should visit existing institu- 
tions to acquaint themselves with the 
problem and most of all to profit by 
the mistakes of others. 

There are few existing hospitals 
which have enough land to carry out 
their plans for future expansion. This 
is especially true if the location is 
within a growing city. They usually 
could use twice the area which they 
have. 

After the board members have em- 
ployed the architect and have satis- 
fied themselves that they are ready 
to pass judgment on the site they 
should deliberate carefully. They 
should set up a point system, scoring 
each site under consideration on the 
following items: 1. Location of site, 
2. Topography, 3. Orientation, 4. 
Sub-Soil Condition, 5. Utility Serv- 
ices. Cost should be a_ secondary 
consideration. 

The architect has a special duty 
to perform. He should be depended 
upon to visualize the building group 
upon the site. He should make pre- 
liminary key plans, considering the 
existing elevations, exposures, and ap- 
proaches. He should be firm in his 
convictions. It will be the architect 
more than anyone else who must 
later bear the blame for an unwise 
lecision. 

With the foregoing in mind we 
shall proceed with a more detailed 
liscussion of the points necessary to 
onsider in selecting the perfect hos- 
ital site. 


Location of Site 
The general hospital must be lo- 
ated on a readily accessible site, 
isually within the city. A hospital 
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for tubercular, chronic, or mental 
cases should, of course, be located in 
the country. This article will concern 
the general hospital, unless otherwise 
mentioned. 

The accessibility of the hospital for 
doctors and visitors has a direct bear- 
ing on the well-being of the patient. 
The patient goes to the hospital and 
returns home only once while doctors, 
visitors, and out patients make many 
visits. The hospital trip should be as 
pleasant as possible, with adequate 
parking facilities and easy approach, 
but off the fast traffic arteries. At- 
tention also should be given to bus or 
suburban travel by automobiles. This 
is an important phase of keeping the 
help in our hospitals satisfied with 
their employment. 

The location should be a quiet and 
pleasant place. Care should be given 
to select a site with favorable winds 
and not subject to odors from indus- 
trial areas. An elevated plot is always 
desirable if not too steep for easy 
approach. 

The growth of the community is 
also a factor. Most cities are growing 
at their edges and decaying from 
within. A remedy may come for this 
situation but this will take time, and 
we must build the hospital now. 
Therefore it seems logical generally 
to select a site which will serve the 
old city and yet recognize its future 
growth. 

The site selected should be of suf- 
ficient size to accommodate easily the 
hospital building, its power plant, 
laundry, nurses home, and convent, 
with ample space for shaded walks, 
flowered areas, tennis courts, and 
parking. In larger hospitals a building 
for interns is needed; there is also 
a growing tendency to house the ma- 
ternity division in a separate build- 
ing. This means sufficient land for the 
present and for future expansion: a 
good rule is to plan on the hospital 
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doubling itself in size without en- 
croachment. A wise measure for an\ 
institution is to work out a “key” 
plan, showing future additions 

A special word of caution is in 
order about accepting gift sites. Often 
these are not basically right for a 
hospital. 

The hospital should not be located 
near a cemetery, near insect-breeding 
areas, airports, railway yards, penal 
institutions, or other objectionable 
areas. 


Topography 

Most of us have at some time 
wandered away from the noise and 
smoke of the city and found a beau- 
tifully located site for our future 
home. The same approach should be 
used in finding the ideal location for 
our hospital. It must be a place under 
the open sky where one is blessed 
with cool breezes in summer and sun- 
shine in winter. 

The site must be dry and well 
drained, preferably on land sloping 
from north to south. This will give 
exposure to south and west winds 
which prevail in the north temperate 
zone. Such a site also turns its back 
to the cold winter winds from the 
north. 

The layman usually thinks that a 
level site is best and is more eco- 
nomical to build upon. This is not 
true, for the sloping lot offers court 
yard level entrances for ground floor 
rooms which otherwise would not 
have doors and windows above grade, 
and therefore usually would serve 
only as basement areas. The author 
designed a hospital recently on a site 
which seemed quite steep, and vet 
the resulting arrangement is excellent 
The emergency suite, ambulance en- 
trance, kitchen area, dining rooms, re- 
ceiving room, and other service areas 
are located at the rear grade at the 
level of the ambulance and service 
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court. The north half of the same 
floor is used for refrigeration and 
storage areas. This plan makes use of 
what is normally a basement area on 
a level site. 

The common use of the automobile 
has brought a change in the approach 
to the hospital, which nowadays is 
frequently from the rear courtyard 
or parking area if ample enough to ac- 
commodate visitors’ cars. This should 
be kept in mind in considering the 
site. The front door of many places 
has ceased to function as the princi- 
pal entrance because the easier way 
to get into the building is from the 
rear. If this practice continues to 
gain ground, the administrative area 
should also be on the lower floor at 
grade level. 

One matter which always seems 
to be overlooked is the delivery of 
solid fuels. In many cases the author 
believes the architect can arrange the 
fuel bins at such a level that trucks 
can dump directly into a bin from 
which in turn the coal will flow by 
gravity into the stoker hoppers, sav- 
ing the handling of fuel. This is 
especially true on the sloping lot. 
Some extra initial cost in this con- 


nection may save endless back-break- 
ing work or costly conveyor systems. 


Orientation 

The orientation of a building is its 
setting in relation to the points of the 
compass. Recommendations vary in 
different parts of the world. In our 
North American zone the prevailing 
winds are from the south west, and, 
of course, the winter sun is from the 
south. In planning a place for living 
it is best to plan the living areas to- 
ward the south and west. 

The hospital, then, should place its 
patient areas as much as possible to- 
ward the sunlight and breeze. This 
is important in selecting the site. 

The architect should make his 
“key” plan with consideration to ori- 
entation. Often he can arrange the 
wings of the building at angles to 
obtain better exposure. A plan with 
narrow courts which shut off view, 
sun, and air should be avoided. 


Sub-Soil Conditions 
A thorough investigation of the 
sub-soil under the building site should 
be made before the site is finally 
designated for the hospital project. 
A site with wet sub-soil is to be 
avoided. It is possible to build on 
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. walkways where patients can be taken out of doors . . 


-’ The grounds in 


back of St. Mary’s Hospital, St. Louis, Mo., where the natural landscape was 
used to good advantage. 


such areas, but it is usually expen- 
sive. Often such sub-soil contains 
layers of peat which must be re- 
moved. This has been an unfortunate 
discovery on filled-in sites which at 
one time were marshy. 

We will assume, accordingly, that 
we have in mind a rather high, well 
drained property. Soil tests should be 
made by boring or digging holes at 
several places to determine what the 
sub-soil layers are and their depth 
below a given bench mark. In this 
connection, at least some of the bor- 
ings should extend down to 10 feet 
below the lowest anticipated founda- 
tion level to determine whether or not 
rock strata exist below the site. If 
rock is present within reasonable 
depth, it is usually better to extend 
the foundations down to rock because 
the foundations may cost less and 
the building will not show any settle- 
ment. 

Careful record and samples of these 
investigations should be kept by your 
architect or city engineer for future 
reference when your building is being 
planned. Grade elevations of the site 
should be taken at 20-foot intervals 
and a map should be made recording 
these. Usually this exploration of the 
site is paid for by the owners under 


the supervision of their architect. 

In regard to ground water, seep- 
age into basements and other damp 
conditions: usually a high location 
in gravel soil will not give any wate: 
trouble. However, in clay soil the re 
verse is true. Clay holds water like 
a dish. After we dig a huge hole into 
the clay sub-soil, and construct a 
building in it, we backfill earth into 
the part of the hole not occupied by 
the building. This backfill, no matte: 
how well it is tamped and wetted, 
will for a long time be less dense 
than the neighboring undisturbed soil 
Therefore the backfill soil about the 
building acts like a sponge and wate: 
troubles ensue. 

To counteract this condition, th 
architect arranges his grades to ru 
the surface water away from th 
building, he waterproofs the exterio: 
of foundation walls, and _specifie- 
drain tile systems which collec 
ground water and convey it away int: 
sumps and sewers. 

Another form of dampness whic! 
collects on the inside of basements i: 
condensation. This is merely the re 
sult of warm humid summer air strik 
ing the cool basement wall, causing 
condensation. This can be eliminate 
by insulating such walls or by build- 
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ing a secondary “furring” wall a few 
inches inside the foundation wall. 

The architect should be familiar 
with the site conditions, and no plan- 
ning should be commenced until a 
,orough investigation is made of the 
site. Most building codes clearly gov- 
ern the allowable soil pressures for 
every condition. In conformance with 
he codes, building loads can be 
evenly distributed to the sub-soil to 
avoid unequal settlement. 


Utility Services 

Before final adoption of the site 
the owners should be sure that elec- 
tricity, water, and waste facilities are 
present in ample capacity to serve 
the hospital. 

In the city such services are usually 
present. Sometimes the water pres- 
sure may be low but this can be 
corrected with booster pumps. 

In the country, where private water 


supply and sewage disposal is re- 
quired, such installations should be 
carefully and adequately designed by 
competent engineers. 


Landscaping 

A story about the hospital site 
would not be complete without some 
reference to its final setting after the 
building is erected. 

More study and attention should 
be given to this than the usual 
“foundation planting.” So often the 
trees and shrubs are planted to en- 
hance the beauty of the building from 
the exterior. This, of course, is es- 
sential and desirable, but the land- 
scape result can go much further. 

The basic function of hospitals is 
to heal the sick, who are within the 
building. The architect in planning 
the building will want to open the 
building toward the outdoors, creat- 
ing vistas and views of exterior pleas- 


Planning... Part F 


Blue Prints in S Dimensions 


Isometric envelopes make a bewildering 
array of blue prints come to life. 


WE ARE all cognizant of the fact 
that before we build, there must be 
a plan. This plan may be as primitive 
as a crude rectangle scratched in the 
clay with a pointed stick, or it may 
involve hundreds of man hours in 
drafting time translated into thou- 
sands of lines and characters that 
have been reproduced in a disconcert- 
ingly huge roll of perplexing blue- 
prints. 

Yes, we know that we must have 
a plan, but we seldom concede suffi- 
cient importance to the formative 
beginning of this plan. We are pain- 
fully aware of the fact that our plans 
are the result of countless head- 
aches, many meetings and involved 
discussions. 

\dministrators, staff members, 
technicians, and superintendents of 
nursing have contributed their sug- 
gestions before the architects, 
engineers, and estimators have taken 


From a 1948 Convention address. 
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over. After all of this parade of skill 
and knowledge and experience has 
produced its tangible result, we in- 
wardly trust that there must be some- 
thing in those prints fairly close to 
what we are hoping for in our new 
hospital. So we say “Let’s get on 
with the plans.” 


Blue Prints and Success Are Not 
Synonymous 

Nevertheless, there are many in- 
stances wherein impressive rolls of 
blueprints might better have been 
consigned to the trash burner, than 
transformed into brick and plaster. 
Many of us know of specific cases 
where these laboriously prepared 
drawings were actually destroyed in 
the nick of time, to prevent another 
planning disaster; a new scheme was 
studied and finally developed to a 
successful conclusion. We even know 
of one case where it was decided to 
scrap the plans and the site as well, 


ant surroundings and landscape ar- 
rangements. 

The landscaping should be of size 
and shapes to enhance the hospital 
property, clearly defining its bound- 
aries, screening its service courts and 
buildings. The site, if sloping, should 
be terraced and contoured to create 
pleasant form and transition of eleva- 
tion. Not to be overlooked are walk- 
ways where patients can be taken out 
of doors into comfortable shaded 
areas affording some privacy from 
streets and from one another. 

The hospital grounds can be made 
delightful to those who must sojourn 
there, and because of this reflect a 
feeling of hospitality and warmth to 
its visitors. 

To accomplish this effect it is de- 
sirable to retain a competent land- 
scape architect to work with the 
building architect even in the early 
stage of the plan development 
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even after the concrete foundations 
had been poured. While this proce- 
dure might be considered as wasteful, 
nevertheless it was to the lasting 
credit of the owners that they were 
willing to make such a sacrifice to 
rectify their early mistake at this 
advanced stage. 

But just why should a project ever 
get off to such a bad start? We know 
that there are far too many examples 
of hospitals that are ailing in ways 
other than obsolescence, and we are 
interested in avoiding procedures that 
may result in unalterable or costly 
mistakes. In a hospital, above all 
buildings, we must work toward effi- 
ciency and economy. Many books 
have been written to help us to avoid 
the pitfalls of poor planning, and 
many more will be written. The 
purpose of this paper is to suggest a 
reasonable approach to the problems 
of methodical planning, which if 
followed can help to eliminate some 
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of the apprehension so often experi- 
enced by architects and owners alike 
as they contemplate the tangling 
maze before them. 

The particular phase which is to be 
considered here is schematic planning 
as it comes within the realm of the 
architect. We are interested in the 
mechanics of schematic planning, 
when and how to use it, in other 
words the dose for the best results. 
Architects are, as a rule, an enthu- 
siastic group. Probably no other class 
of professional men combine their 
profession and hobby to a greater 
extent. Architects have been trained, 
among other things, to think with 
pencil and paper. You sometimes 
marvel at the tricky lines that they 
produce with so little effort. Their 
green lawns, red brick walls and 
neatly aligned patients beds, X-ray 
machines, and autoclaves often make 
a preliminary plan a thing of beauty. 

Architects seem to have great fun 
indicating all of these things and 
snapping them out with expressive 
lines, artistic lettering, and touches 
of color. But too often these efforts 
exemplify misdirected graphic indica- 
tion. One can solve planning prob- 
lems more effectively by the use of 
lines than by any other method. 
Properly related lines can enable both 
client and architect to visualize better 
and to analyze better correlation of 
various spaces, but simplicity of form 
and presentation is imperative in 
order that the mind may readily 
grasp the basic interest of the draw- 
ing and not become sidetracked by 
irrelevant detail. Too much elabora- 
tion can be fatal to the purpose of 
early schematic drawing, _ besides 
being a waste of time that could 
be more profitably devoted to addi- 
tional preliminary study. We must 
bear in mind the fact that a sche- 
matic drawing that is not easily and 
thoroughly understood by the owner 
is of doubtful value in bringing 
about a meeting of minds. We can 
ill afford to make drawings that 
permit an owner to declare after 
a building is completed, “I had no 
idea that it was going to be this 
way.” 


Purpose of Drawings 
Simple but well organized draw- 
ings can help to formulate the pro- 
gram, help in the selection of the 
most suitable site, the most favorable 
building location on the site, and even 
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determine with reasonable accuracy 
the building cubage, which conse- 
quently helps in determining the 
budget. Proper schematic indication 
is the most efficient and rapid method 
of advancing from the ill-defined idea 
stage to the comprehensive plan. 

One way to make sure of getting 
full value from one’s architect is to 
call him in as soon as possible after 
the inception of the hospital idea. 
Do not feel that you are liable to 
become unduly obligated by asking 
him to render sound professional 
advice. If he has had hospital plan- 
ning experience, he will immediately 
be interested in your problem, in 
your long range program, and how 
he can help you to make the right 
start without lost motion. He may 
ply you with questions about your 
site, your plans for future expansion, 
proofs of the necessity for your pro- 
posed building and how it will fit into 
the Federal Hospital Program. He 
would rather not waste your time nor 
his, if the need for your building 
is unsound. Beware, though, if your 
project is an involved one and this 
architect wants to leap at once into 
preliminary plans and perspectives, 
without a thorough study of. your 
prospectus. 

If you prefer, you may retain him 
only on the basis of a specified rate 
of compensation for the actual time 
that his preliminary schematic in- 
vestigation may require. But make 
sure that any tangible progress to- 
ward a solution be thoroughly under- 
stood by yourself and in complete 
conformance with your own best 
judgment. 


Information Architect Can Obtain 

Let us sketch briefly how your 
architect probably will employ the 
skill and information at his disposal, 
in order that he may have something 
sound upon which to base your 
preliminary plans. In the first place 
vour hospital architect is much better 
equipped to keep you on a true course 
than he was prior to the development 
of the Hospital Facilities Section of 
the U. S. Public Health Service. He 
has at his disposal such tools as 
graphic flow charts which, if under- 
stood and followed, will help you to 
avoid any serious blunders in location 
of entrances, traffic flow lines between 
departments, movement of visitors, 
patients, food and supplies, and rela- 
tion of departments with one another. 


These charts do not solve all of 
your joint problems, but you can very 
profitably employ the principles that 
they set forth to the extent that they 
apply to the problems at hand. They 
will help in many cases to avoid 
embarrassing traffic interferences, and 
will do much in contributing toward 
a smoothly operating hospital. There 
are also area charts, tabulated figures 
indicating the square footages that 
normally go to make up the areas 
of the several departments of case 
studies of complete and workable 
hospitals that vary in bed capacities 
from 25 to 200. 

Here again, figures are not to be 
accepted as absolutely accurate, for 
while they were compiled by a group 
of competent experts whose combined 
experiences covers every phase of 
hospital planning and administration. 
your own problem is certain to have 
peculiar features to which the case 
study standards are not applicable. 
Typical departmental layouts, also 
from Washington, help to guide us 
as to size and relation of the specific 
rooms and areas that normally func- 
tion to make each department com 
plete and workable in itself. 

These are the tools forged by the 
U. S. Public Health Service, and 
sharpened for schematic planning 
They are of little value without your 
program and your practical and 
technical knowledge coupled with the 
architect’s experience in hospital 
design plus an ability to interpret 
his resultant findings in a clear and 
concise manner. 


Visualizing Plans in Space 
As the architect assembles 
requirements he begins to visualize 
these departments in terms of space 
It is not difficult to block out the 
nursing area in the shape of 
rectangle at some small convenien 
scale. One unit approximately 44 fee 
wide by 136 feet long will represen‘ 
a complete 25 bed unit with privat: 
and semi-private rooms located 0: 
either side of a corridor eight fee 
wide. Additional nursing units © 
similar size may be added eithe 
above or adiacent to the first, depend 
ing upon whether we wish to stud 
the building as a single or a multi 
storied project. We customarily sta! 
with this nursing unit as the siz 
of the ultimate nursing section wil 
as a rule, define the sizes of ou 
other departments. Also, inasmuch 4 
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we are building the hospital for the 
‘are and service of the patient, the 
\ursing department must be given the 
‘op priority. It must be appropriately 
ocated on the site for the most 
dvantageous exposures with regard 

) glareless but direct sunlight, view 
rom rooms or solaria and freedom 
rom distracting noises. 

We lay out our property or plot 

lan at the same convenient scale as 

iat chosen for studying our depart- 
ents. From its orientation, possible 

affic approaches and other features 
such as grades or differences in eleva- 
tions and character of adjacent prop- 
erties, views, et cetera, it is usually 

simple matter to find the most suit- 
inle location on the site for the nurs- 
ing department. With the assistance 
oi our departmental areas chart, we 
block out the relative areas of our 
other departments in terms of unit 
capacity as estimated for the eventual 
nursing or bed capacity. 

Of course we must keep in mind 
suitable shapes so that when different 
departments are joined together either 
by superimposition or adjacently, 
rooms must not be of too great a 
depth to interfere with suitable 
natural lighting. In many cases we 
should also keep in mind the fact 
that our plan. is to be studied in a 
manner to permit future extension of 
nursing facilities. We are already 
aware of the fact that our various 
extrance locations must receive due 
consideration and that our traffic 
lines between departments are deter- 
mined by their locations. 


Role of Experience in Schematic 
Planning 
Please do not gather the idea that 
it is all merely a matter of cutting 
out and fitting our various shapes or 
rectangles together on the property 
in the manner that makes the best 


plan. This is where every bit of 
hospital planning experience at our 
disposal must come into play. We 
employ dozens of practical truths 
that have in the past contributed 
toward good plan arrangement. For 
instance, usually we try to place our 
adjunct facilities between the out- 
yatient department and the nursing 
section where they may serve both 
‘tions economically and efficiently. 

r relation of surgery to surgical 

ls, delivery department to mater- 

y beds, our placing of certain 

vartments at dead end locations 
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to ensure privacy, administration and 
outpatient departments accessible 
from grade, kitchen, and supplies 
handy for trucking service, are fore- 
gone conclusions. Elevators and 
dumbwaiters for convenience in rout- 
ing visitors, moving patients, serving 
foods or distributing supplies, all of 
these conditions must be met to the 
best extent possible in accordance 
with the accepted standards of hospi- 
tal planning. 

But the important thing is that we 
have before us our comparable areas 
with which to work and the relations 
which they must bear with one an- 
other. We may play with these areas 
in the form of cut-out rectangles, 
perhaps tinting them with different 
key colors the better to visualize 
them individually. The whole proce- 
dure becomes something of a chess 
game, its technicalities forming a set 
of rules that are either definitely 
fixed or relatively flexible, as we 
devise the best plan possible, adher- 
ing strictly to the more important 
conditions and temporarily overlook- 
ing the minor ones. 


From Drawing to Three-Dimension 
Layout 

On thin sheets of tracing paper or 
black and white print reproductions 
of our plot plan, we roughly devise 
several possible solutions, arranging 
each in the form of a block plan. 
It is surprising, though, how quickly 
we eliminate this scheme and that, 
refining our resulting product down 
to one or at most two general lay- 
outs. We concentrate upon the one 


or two schemes that most nearly 


fulfill the ideal conditions that we are 
seeking and present them in a more 
orderly manner, with our depart- 
ments labeled, so that the owner may 
easily understand the arrangement. 
If a multi-storied building be in- 
dicated, due to the size or property 
restriction, we draw up a series of 
isometric envelopes. The envelope is 
an assembled group of variously 
proportioned blocks, fitted and. joined 
together to form a fascinating collec- 
tive study in three dimensions. It 
shows at a glance the varying con- 
nected wings and their relative story 
heights. These studies are further 
clarified by labels according to the 
departments that they contain and 
with a little shading to throw them 
into a three-dimension picture, they 
resemble future 
building as it would appear in block 
form without 
other architectural elaboration 
In these taken 
different directions, an 
owner can more easily visualize the 


very closely the 


windows, doors, or 


pictures, from 
strategical 


complete building than by observing 
the simple plan presentations. These 
envelopes, too, are excellent for the 
of indicating the relative 
grades adjacent to the building lines 
It is easy to show how a kitchen and 


purpose 


food serving wing may be adjusted 
to either natural or slightly altered 
grade conditions, in order to obtain 
good natural light and simultaneously 
permit a highly satisfactory layout 
with a minimum of earth moving 
The entire foregoing procedure is 
far less complicated than our descrip- 
tions imply. As becomes 


may one 


Stasiawar 


Isometric envelopes such as illustrated above make visualization of o 
projected hospital much easier for the administrator 





experienced in schematic planning, 
with his relative areas laid out before 
him, he automatically weighs this or 
that possible arrangement of depart- 
ments in his mind’s eye, and rejects 
all but the practicable combinations. 
He often does this without touching 
his pencil to the paper. In this way 
he arrives quickly at favorable solu- 
tions, saving time that may be spent 
more profitably in putting the en- 
velope picture into shape for both his 
own study and for easier comprehen- 
sion of the owner. 


Real Value of “Blocks” 

We have sketched in a broad way 
the mechanics and reasoning behind 
a graphic system of planning. It 
makes use of accumulated and tabu- 
lated facts and presents them in a 
manner so that the mind may easily 


understand and analyze their corre- 
lated movement. To the initiated, 
the collection of blocks when 
finally properly arranged becomes 
a smoothly functioning integrated 
machine. It is this sort of study 
that brings one rapidly to recognize 
the best solution, because he can 
see his results clearly and free from 
confusing and irrelevant  consider- 
ations. 

After he has organized his simple 
basic plan, he gradually enlarges 
upon its individual features. He may 
increase the nursing wing by another 
story, or place it at an angle to 
capture more sunlight or secure a 
better view. He may choose to locate 
all patients’ rooms on the more 
favorable side of the wing and the 
service rooms across the corridor. 
Gradually, the parts are developed 
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to the stage of preliminary plans, and 
each department is studied so that it 
operates smoothly as a unit. 

However, it is the basic over-all 
machine that is all-important, for 
once the fundamental plan is satis- 
factorily evolved, each department 
may be individually studied and 
improved. But if the basic plan is 
at fault, each department may be 
perfection in itself but the complete 
hospital may function in so inefficient 
a manner that no amount of building 
alteration can ever make it eco- 
nomical of operation. 

Schematic planning simplified for 
comprehensive presentation, and 
studied concurrently with the devel- 
oping program, is one grand method 
of bringing owner and architect into 
complete unison and thereby avoid- 
ing post-planning regrets. 


Departmental Jig Saw Puzzle 


Housekeeping services are not secondary; 


so this author discusses them first. 


BASICALLY, there are two kinds 
of departments in the hospital. One 
kind follows from the hospital’s ex- 
istence; to the other kind the hospital 
owes its existence. One might be 
termed “housekeeping service,” the 
other “medical services.”’ One is nec- 
essary because you assemble a lot 
of people, for bed and board. The 
medical services are those which cause 
the assembly of well and sick people; 
that is, surgery, X-ray, laboratory, 
etc. This is a very important dis- 
tinction. 

Unfortunately, by and large, the 
emphasis in discussing departments 
has been on the medical-service side. 
Important as it is, very often the 
medical-service side has been devel- 
oped at the expense of the “house- 
keeping” side of the hospital, the 
result being that good and economic 
operation of the hospital has been 
handicapped. 

Putting the cart before the horse, 
I will discuss the housekeeping serv- 


From a 1948 Convention address. 
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ice first rather than, as is usual and 
as I have done so many times before, 
discuss the medical services first. 

The housekeeping services — the 
kitchen, the laundry, storage, and the 
locker room — maintenance of heat, 
light and power, and the administra- 
tion are what the hotel man calls 
“the back of the house,” the part the 
guest rarely sees. 


The “Back Door Approach” 

Let us enter these housekeeping 
services — the back of the house — 
by the back door, the help’s entrance. 
We are going into these departments 
by this unconventional route, for 
many of these services are without 
friends. They have no vocal depart- 
ment heads; they have no supervisors 
who speak with the authority of the 
regal surgical supervisors, the chief 
of staff, or the pathologist; and so, 
they are apt to be shunted to one 
side. We haven’t enough money to 
do everything, so we cut, always 
in the housekeeping services. The 


Carl 4. Exiheon, 7.4.9.4. 


tendency is to underbuild those de- 
partments, and very obviously the 
tendency is to overbuild the medical- 
service departments. 

Let us enter the back door with 
the help. There I would expect to 
find the time clock and a watchman 
Both of them are there to see that 
the help steals neither time nor goods 
The losses of both of these in the 
hospital are truly tremendous. Even 
more important than what the hel) 
may steal in time and goods is the 
loss in the turnover of help. 

You say to somebody who goes t 
work, “Here is your job; do what you 
can with it; hang up your hat and 
to work.” Get out and see with whon 
you are competing for help. You wil 
then realize that vou can't hope t 
hold good help if you don’t hav: 
decent accommodations in_ locke 
rooms, 

How do you go about determinin: 
that? Sister Inez pointed out tha 
you should determine how many em 
ployees of various kinds you ar 
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soing to have. You will then be in 
, position to determine how many 
ockers and rest rooms, toilets, etc., 
ire necessary. Although an individual 
ocker for each employee is common 
ractice in industry, I suspect that 
any hospitals will be shocked by 
he space required to do a good job 
nd will necessarily compromise; but 
industry does it routinely. 

The help’s entrance is preferably 
year the goods entrance, for ease of 
control. But don’t forget that, while 
the quantity of things that goes out 
ray be small, these outgoing mate- 
rials must not be overlooked. Survey 
\our hospital’s handling of tin cans, 
hottles, and other non-burnable rub- 
hish; it is considerable. Then, if you 
are planning to sell your garbage, 
don’t ask your employees to use a 
varbage-littered entrance; provide a 
garbage storage room with can wash- 
ing facilities adjacent to the receiv- 
ing dock. 

The goods entrance should be used 
for all incoming supplies, including 
perishables to the kitchen. This some- 
times presents a difficult planning 
problem, as the goods entrance should 
also adjoin an adequate main central! 
storeroom, without which control of 


supplies is almost impossible. Yet it 
is usually whittled down and down, 
with serious effect on the operating 
budget. 


Size of the Kitchen 

Many of the things that come in 
the back door go out to the kitchen. 
Beware of a big kitchen; don’t get 
a kitchen in which you need a motor 
scooter or roller skates to get about. 
Many of you have seen kitchens re- 
plete with tile, stainless steel, and 
gadgets, which often cost more 
to operate and the food isn’t as good: 
there is too much equipment too far 
apart. 

The basic decisions on the kitchen 
are the kind of service — central, de- 
centralized, or combination; and the 
method of distribution — carts, ele- 
vators, dumbwaiters, or conveyors. 

Your laundry should be located in- 
side the hospital building; if possible, 
directly at the base of the laundry 
chute, and rarely can you get it 
there; but that is the ideal way. Also, 
it should be close to the bottom of 
the elevator shaft. It should not be 
pliced over the boiler room in the 
reir of the building. 

Remember, you are carrying fifteen 
pounds of laundry per patient’ per 
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Airview of St. Mary's Hospital, Madison, Wis., shows how good planning provided 
for expansion; nurses’ home (left) was built long after main building, 
ond furiher expansion is possible. 


day back and forth. Why put that 
much foot-pounds of human effort 
pushing it around all over the place? 

Your shops come into the service 
area, of course. They can be a con- 
tribution to efficient operation. 

In the years that I have worked in 
the hospitals, I have seen the admin- 
istrative division grow to four times 
its former size, because there are more 
and more records and forms of all 
kinds that have to be filled out. What 
a pain-in-the-neck they are to all of 
us; but they are here, and they must 
be taken care of. 

Your executive offices usually ad- 
join the administrative offices. There 
is the one point where the back of 
the house comes into the front of the 
house —- at the information desk. 


The Medical Services 

Your medical service section, as I 
said a little while ago, is the part that 
causes the hospital to be. When I said 
a minute ago that I thought the tend- 
ency was to overbuild these depart- 
ments, I was fully aware of the fact 
that the hospital is providing a job 
for it. The hospital is also the store- 
house of medical equipment for the 
community, but that can be over- 
done. It is usually easy for the sur- 
geon to get as many operating rooms 
as he wants. X-ray, laboratory, etc., 
get everything they want. 

Yet we must recognize that each 
year the patient becomes more and 
more dependent on these services. 
More laboratory, X-ray, physiother- 
apy services are constantly needed to 
meet the needs of the patient, and 


there seems no end in sight. A recent 
development is the early ambulation 
of surgical patients and their early) 
discharge. Previously a hernia case 
would stay sixteen days flat on his 
back; today he might be discharged 
in four days. Figure the impact 
on the operating department — four 
operations instead of one in sixteen 
days for that single occupied bed. If 
you discharge them after four days 
instead of sixteen, think of the in- 
creased tempo in the operating de- 
partment. 

The same thing happens in the 
laboratory. The routine test for the 
case who occupied the bed for six- 
teen days was, generally speaking, 
at the beginning; then you had noth- 
ing further to do for him laboratory- 
wise until you got the next patient 
Now you get four patients in that 
bed, and not only that, but increasing 
dependence on the laboratory 


Effect of Longer Life Expectancy 

You must also plan for older people 
with ailments, difficult to 
diagnose and treat. We old people are 
going to come into the hospital. We 
will come in with arthritis, cancer, a 
funny heart, and so on, or maybe a 
combination of all of them, and it 
is going to require a lot of laboratory 
work. The average age of the popula- 
tion is increasing rapidly, ‘bringing 
with it 
laboratory. 

The space assignment ‘of the labo- 
ratory should not be set up to any 
number of arbitrary feet. How many 
people are you going to have working 


obscure 


increasing demands' on the 
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there? In a hospital, recently opened, 
a big wing was set aside for the labo- 
ratory. In it I found only three 
workers. I asked the superintendent 
if everybody was out to lunch. “Oh, 
no,” he said, “we haven't enough 
money to put to work all the labo- 
ratory space we have.” The labora- 
tory can, and should, function eight 
hours a day, six days a week. 


Could the O.R. Be Streamlined? 

We also need a re-analysis of oper- 
ating department procedures. I don’t 
mean the technique of sterilizing; but 
where the sterilizing is done, how the 
sterile material reaches the operating 
area, how it is removed when used, 
where it goes, how the operating room 
may be quickly prepared for the next 
operation. Operating departments are 
still being built as they were forty 
years ago, with little, if any, con- 
sideration of the greater knowledge of 
techniques, and none for streamlining 
the department to eliminate useless 
steps—a big and important field 
for study. 

For example, in the very large 
and very busy operating department, 
many of our clients are convinced 
that, by putting in more auxiliaries 
attached directly to the operating 
rooms (such as the preparation room), 
they can get more effective use of 
their operating rooms. Thus, a 700- 
bed hospital uses only ten operating 
rooms. Every operating room, how- 
ever, has an attached small prepara- 
tion room. The mechanics for a rapid 
turnover have been carefully worked 
out, so that the room is quickly 
readied for the next case. 

Recovery units in connection with 
the operating department are being 
tried in many places, but there is, as 
yet, no agreement as to their desir- 
ability or necessity. 

The X-ray department will see 
more activity because of the needs of 
the hospital's aging patients and their 
obscure ailments. However, here, too, 
a little thought will result in major 
space and equipment economies, Any 
X-ray room that is not backed up 
by adequate dressing rooms, and 
hence must be partly used as a 
robing and disrobing room, is ex- 
travagant in space, equipment, and 
technicians. Study of routing of pa- 
tients, doctors, and: films will, result 
in major economies. So, too, will 
study of the hours of use. Like the 
operating department, many an X-ray 
set-up is used for too short a time. 
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The Law and Site Surveys 








From Federal Register, October 22, 1947 
— Title 42 PUBLIC HEALTH, AP- 
PENDIX A: 

II. Site survey and soil investigation. 
1. The applicant shall provide for a 
survey and soil investigation of the site 
and furnish a plat of the site. The pur- 
pose of this survey and soil investigation 
is to obtain all information necessary for 
the design of the building foundations 
and mechanical service connections and 
development of the site. It is suggested 
that this matter be deferred until the 
architect has been selected in order that 
he may co-operate with the engineer who 
obtains the data. 

2. If any existing structures or im- 
provements on the site are to be re- 
moved by the owners or others, the 
buildings or improvements must be so 
designated on the plat. 

3. Any discrepancies between the 
Survey and the recorded legal descrip- 
tion shall be reconciled or explained. 

4. The plat shall indicate: 

a) The courses and distances of prop- 
erty lines. 

b) Dimensions and location of 
buildings, structures, easements, rights- 
of-way or encroachments on the site. 

c) Details of party walls, or walls 
and foundations adjacent to the lot lines. 

d) The position, dimensions, and ele- 
vations of all cellars, excavations, wells, 
backfilled areas, etc., and the elevation 
of any water therein. 

e) All trees which may be affected by 
the building operations. 

f) Detailed information relative to 
established curb and building lines and 
street, alley, sidewalk and curb grades 
at or adjacent to the site and the ma- 
terials of which they are constructed. 

g) All utility services and the size. 
characteristics, etc., of these services. 

h) The location of all piping, mains, 
sewers, poles, wires, hydrants, manholes, 
etc., upon, over or under the site or ad- 
jacent to the site if within the limits 
of the survey. 

i) Complete information as to the 
disposal of sanitary, storm, water, and 
subsoil drainage and suitability of sub- 
soil for rainwater or sanitary disposal 
purposes if dry wells are used. 

j) Official datum upon which eleva- 
tions are based and a bench mark estab- 
lished on or adjacent to the site. 

k) Contours on elevations taken at 20 


any 


feet intervals, changes in slope, etc., over 
that portion of the site to be developed. 

1) Elevations of contours, bottoms of 
excavations, etc. 

m) Contemplated date and descrip- 
tion of any proposed improvements to 
approaches or utilities adjacent to the 
site. 

5. The plat shall bear a certificatior 
by the City Engineer or other qualified 
official, that the true street lines and 
the officially established grades of curbs 
sidewalks, and sewers are correctl\ 
given. 

6. Adequate investigation shall » 
made to determine the sub-soil condi 
tions. The investigations shall include 
sufficient number of test pits or tes 
borings as will determine, in the judg 
ment of the architect, the true condi 
tions. 

7. Samples of strata of soil or rock 
taken in each pit or boring shall be re 
tained in hermetically sealed cans. Each 
sample can shall be identified as to the 
boring and elevations at which taken and 
the labels initialed by the engineer 
making the soil investigation. 

8. The following information shall be 
noted on the plat: 

a) Thickness, consistenty, character, 
and estimated safe bearing value of the 
various strata encountered in each pit 
or boring. 

6) Amount and elevation of ground 
water encountered in each pit or boring. 
its probable variation with the seasons 
and effect on the subsoil. 

c) The elevation of rock, if known 
and the probability of encountering 
quicksand. 

d) Average depth of frost effect be- 
low the surface of ground. 

e) High and low water levels of near- 
by bodies of water affecting the ground 
water level. 

f) The probability of freshets over- 
running the site. 

g) Whether the soil contains alkali 
in sufficient quantities to affect concrete 
foundation. 

h) The elevation and location of ‘ve 
top of workings relative to the site. i/ 
the site is underlaid with mines, or old 
workings are located in the vicinity. 

i) Whether the site is subject to m/1- 
eral rights which have not been dev:!- 
oped. 





In conclusion, I wish to emphasize 
the thought that you generally need 
not worry particularly about “under- 
building” the medical services; you 


do need to worry about housekeepi':¢ 
services — locker rooms, storeroor:s, 
etc. Don’t trade these solid jewels »f 
daily service for little used baubles 
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4 Close Inspection 
Britain's Health Law in Operation 


BRITAIN’S National Health Serv- 

e involves a state hospital service. 
‘ormerly there were two kinds of 
hospitals in Britain: voluntary hos- 
vitals, so-called because they were 
maintained by voluntary contribu- 
tions and especially latterly volun- 
tary contributory schemes; and mu- 
nicipal hospitals, maintained by local 
councils. Into the former category, of 
course, came hospitals maintained by 
Catholics for their use and staffed 
by members of the Catholic Church. 

It had been hoped by many that 
the voluntary hospitals might still 
have retained their identity and in- 
dependence, but such was _ hardly 
likely to be the case when Aneurin 
Bevan, the Socialist ex-miner health 
minister, took over. He has felt that 
hospitals should not have to organize 
street collections in order to provide 
for their sick. He is also critical of 
the voluntary system, saying that 
when he was a young man he and 
his fellow miners contributed to their 
local hospital, so that they would 
receive free treatment if they fell 
ill, yet the votes of thanks were 
given not to the miners who con- 
tributed for what they would. re- 
ceive from the hospital, but to the 
local capitalist, who gave a large 
sum gratis. 

Many of the voluntary hospitals, 
but not all, are in old buildings, as 
compared with a number of the local 
government hospitals, since it is only 
comparatively recently that public 
authorities have been taking so much 
interest in hospitals. It has been a 
form of propaganda adopted by the 
Socialist Medical Association to show 
a picture of a brand new municipal 
hospital alongside one of a very 
famous voluntary hospital, which, 
with the neglect of the war years, 
necded repainting, and inviting the 
vie ver to draw an appropriate moral. 
There have, of course, been good and 
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bad among both voluntary and mu- 
nicipal hospitals, but although there 
was no reason why the municipal 
hospitals should not have been as 
good as the voluntary ones, never- 
theless the general impression has 
been that the latter were better. 


British View of Voluntary Charity 

The chief objection raised against 
vo'untary charity was that it did not 
always occur where it was most 
needed and that it was not co-ordi- 
nated. Now it is being pointed out 
that voluntary gifts can still be made 
to hospitals and that there will still 
remain a place for contributory 
schemes. Mr. Messer, a Labor mem- 
ber of Parliament and chairman of 
a Regional Hospital Board under 
the new service, remarked to the 
British Institute of Hospital Admin- 
istrators that if a person wanted 
spectacles, under the National Health 
Service the State would provide them, 
but if he wanted special frames he 
would have to pay for them. It is 
to be hoped that this does not mean 
that the State will provide only the 
minimum of services, as is so often 
the case with public authorities. 
Whether he is right or not, Mr. W. 
J. Ball, formerly administrator of 
Arbroath Infirmary, discussing new 
plans for an extension of his hospital, 
says that unless £25,000 had been 
raised by voluntary contributions a 
short while ago “it is almost certain 
that the complete plans which have 
been approved by the Department 
of Health for Scotland, would not 
have existed and the possibility of 
establishing the type of hospital 
which has been designed would have 
been extremely remote.” 


Some Hospitals Exempted From Act 

Under the National Health Service 
all hospitals, whether they were vol- 
untary hospitals or were under local 
authorities, are taken over by the 
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State. The Minister of Health in 
England and Wales and the Secretary 
of State for Scotland were given 
power to exempt any hospital, if it 
was not considered necessary for the 
provision of services in that area, or 
for other reasons. Hospitals staffed 
solely by members of religious orders 
have not been taken over, and this 
applies to Catholic hospitals. The 
position of Catholic hospitals and 
Catholic patients under the scheme 
will be discussed’ later. In England 
and Wales, but not in Scotland, all 
medical teaching hospitals remain 
autonomous. 

For the over-all administration of 
the National Health Service each 
Minister — for the system is admin- 
istered separately in England and 
Wales and in Scotland, 
the differences in the law in 
two countries —-has to advise 
a Central Health Services Council. 

For the purposes of hospital ad- 
ministration, the country has been 
divided into “regions” 14 in Eng- 
land and Wales, and four in Scot- 
land. Generally these regions have 
been based on a medical school. In 
each region, the Regional Hospital 
Board is responsible for the over-all 
direction of the hospital services in 
that area. The members of the board 
are appointed by the Minister, 
though he is required to include 
“persons appointed after consulta- 
tion” with the university with which 
the provision of hospital and special- 
ist services in that area is to be 
associated, and with representative 
bodies of the medical professions, of 
the local health authorities (these 
authorities provide certain services 
other than hospital services), and of 
such other organizations as the Min- 
ister may decide to consult. 

Although it is not provided for by 
law, one nurse has been appointed on 
each Board. It has been noted that 


owing to 
the 


him 
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relatively few of the persons sug- 
gested by the British Medical As- 
sociation have been appointed, al- 
though the BMA represents nearly 
80 per cent membership among the 
doctors of the country; it has also, 
of course, been engaged in a long 
struggle with Mr. Bevan to preserve 
what it regards as rights necessary 
for the professional freedom of the 
medical practitioner. There are a 
number of members of Parliament on 
different regional hospital boards, but 
the Labor Minister has not appointed 
any Conservative MPs. Any vacan- 
cies occuring in the Regional Hos- 
pital Boards will be filled by the 
Minister in consultation with the 
Board concerned. 


Responsibility of Regional Boards 

The Regional Hospital Boards are 
responsible for the over-all planning 
of the hospital services in their area, 
including all types of hospitals — 
general, specialist, mental and so on 
— but not, in England, the teaching 
hospitals, though these will, of course, 
be integrated into the general scheme. 

The more intimate administration 
of hospitals will be the responsibility 
of Hospital Management Committees, 
appointed by the Boards. These 
Management Committees cover one 
hospital or, more often, a group of 
neighbouring hospitals, perhaps a 
general hospital, a mental hospital, 
and a specialist hospital. The need 
for some sort of house committee in 
individual hospitals is widely ac- 
cepted, but the setting up of such 
committees is not required by the 
Acts. 

The Hospital Management Com- 
mittees will submit their budgets to 
the Regional Hospital Board for 
their area for approval. They will 
also submit any supplementary es- 
timates which may become necessary 
during the course of the years. The 
accounts of all the Boards have to 
be audited and approved by the 
Minister. It is the Regional Hospital 
Board which is legally responsible 
for the maintenance of premises and 
equipment and the acquisition of 
land for extensions. It may be that 
Hospital Management Committees 
will wish to use central purchasing 
machinery of the Regional Hospital 
Board for certain commodities — 
crockery, bedding, and the like — 
which lend themselves to bulk pur- 
chase. On the other hand, the Hos- 


pital Management Committee-: may. 
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not desire to do this. The idea is 
that the Hospital Management Com- 
mittees should preserve considerable 
autonomy — so at least it has been 
stated — and the danger of over-cen- 
tralization is recognized and will have 
to be strenuously guarded against. 
Certain funds are at the disposal 
of Management Committees for use 
as they think fit, without reference 
to the Regional Board. 


Staff Appointments May Cause 
Trouble 

Specialists will be appointed by the 
Regional Hospital Boards and Boards 
of Governors of teaching hospitals. 
Other staffs of hospitals will be under 
contract of service to the Regional 
Hospital Board. Certain misgivings 
have been expressed about the staff 
position. Nurses, for instance, do not 
want to think that they may be 
directed from one hospital to another 
in a group, much less about a Re- 
gion. Assurances on this point have 
been given. Nothing of this sort is 
likely to happen, perhaps, if it is 
considered that there is a danger of 
its affecting recruitment, but some 
quarters would like to see nurses sent 
where they are needed. 

It has been mentioned that in 
England and Wales, teaching hos- 
pitals used for the training of medical 
students or post-graduate training 
for doctors will come under their 
own Boards of Governors. These are 
really “all purpose’? committees, in 
that they will combine in one the 
functions of the Regional Hospital 
Board and Hospital Management 
Committee. It is considered desirable 
that a medical teaching hospital 
should have about 1,000 beds, repre- 
senting all kinds of cases. Since a 
single hospital would not have that 
number, hospitals have been linked 
together in groups under one Board 
of Governors, as a general arrange- 
ment. Thus the United Birmingham 
Hospitals will consist of the follow- 
ing: The Birmingham United Hos- 
pital, the Children’s Hospital, the 
Midland Nerve Hospital, the Bir- 
mingham Dental Hospital, the Bir- 
mingham and Midland Hospitals for 
Women, the Maternity Hospital, Bir- 
mingham, the Women’s Convalescent 
Home, Birmingham and the Gertrude 
Myers Home, Evesham. 

Although a number of hospitals 
are thus administered by :a: single 
Board, the names of individual hos- 
pitals are to be retained. 


The position in London is rather 
different, owing to factors which it 
is not necessary to discuss here. Al- 
though the well known undergraduate 
hospitals in London, such as Guy’s, 
now incorporate more than the parent 
hospital, some specialist hospitals 
have been recognized as teaching hos- 
pita!s in their own right and will have 
their own Board of Governors. 


Common Pool for Voluntary 
Hospital Endowments 

All endowments to voluntary hos- 
pitals were taken over by the Min- 
ister or the Board of Governors of 
teaching hospitals, and instead of 
being retained for use at the par- 
ticular hospital for which they were 
intended, they come into a common 
pool, to be distributed more equit- 
ably than they were by the donors - 
thus hospitals poorly endowed or not 
endowed at all will gain, whilst others 
will lose. Gifts may still be made to 
hospitals for specific purposes after 
the hospitals have been taken over. 
and it is hoped that voluntary in- 
terest in hospitals will continue. 

All persons, whether they are in- 
sured or not, will be entitled to 
hospital and other medical and dental 
treatment free of charge -— that in- 
cludes children and old people and 
housewives, who do not pay com- 
pulsory insurance. It is estimated 
that the expenditure on the hospital 
and specialist services, including 
mental treatment and mental defi- 
ciency provisions and ancillary serv- 
ices, will be about £87 million a 
year. Hospitals may still take paying 
patients, provided the accommoda- 
tion is not needed for ordinary pa- 
tients. This provision has been much 
criticized by the left-wing members 
of the Minister of Health’s own 
party, but he introduced it partly 
because he would not like to be in 
an ordinary ward, but, seriously, be- 
cause he realized that otherwise there 
would be a sudden outcrop of private 
hospitals or nursing homes; also thie 
provision is a concession to the con- 
sultants and_ specialists. Payme 
made by the patient may be of tv: 
kinds. It may be a small paym: 
made for slight extra privacy a’ 
services, in~small wards or priv: 
rooms, or the patient may be ; 
mitted asa private patient. “1 
Minister may also allow a special 
to have his private patients acco 
modated in a public hospital, wh: 
they will be charged. 
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Position of Catholic Hospitals 

The position of Catholic hospitals 
under the National Health Service is 
regarded as being not unsatisfactory 
in the circumstances. It had been 
feared that if these hospitals, estab- 
lish and maintained by Catholics 
through their own efforts, were to 
‘ome under a lay authority, they 
would lose their Catholic atmos- 
yhere, which is so important to 
reserve. Following a meeting with 
His Eminence Cardinal Griffin, Arch- 
yishop of Westminster, the Minister 
if Health agreed to exempt (or “dis- 
laim”) all Catholic hospitals. This 
neans that they will not be taken 
ver by the State and administered 
yy the secular authorities described. 
Catholics will continue to control the 
‘taffing of their own hospitals, which 
will thus retain the Catholic atmos- 
phere. 

At the same time, of course, since 
the State is not taking over hospitals, 
it will not be responsible for their fi- 
nance, although Catholics, as citizens, 
will contribute to the maintenance 
of hospitals which are taken over. It 
is thought, however, that the unfair- 
ness implied in this arrangement is 
more theoretical than real, since the 
Regional Hospital Boards will pay 
the Catholic hospitals for any services 
which they may render to the Service. 
It will be a matter for each Regicnal 
Hospital Board, but it is anticipated 
that the Regional Hospital Boards 
will send their Catholic patients, 
where it is possible, to Catholic hos- 
pitals, whom they will pay for treat- 
ing them but over whom they will 
have no control. Catholics will thus 
in effect be paying only slightly more 
than any other person, and will have 
in return the privilege of being 
treated in a hospital of their own 
Church. Much, of course, will depend 
upon the individual Regional Hos- 
pital Board, but this is one of the 
most satisfactory arrangements made 
with a government department. 


Restrictions on Doctors 

A brief mention may be made of 
the set-up of the National Health 
Service in other aspects than the 
hospital administration. Over all 
there will be a Central Health Serv- 
ices Council to advise the Minister. 
1. will be appointed by him. The 
Medical Practice Committee, Execu- 
tve Councils, and Local Medical 
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TWO SISTERS OBSERVE 
DIAMOND JUBILEE 


Two Sisters of the Poor Handmaids 
of Jesus Christ, Sister M. Angeline and 
Sister M. Armella. celebrated the 60th 
anniversary of their profession on 
August 8, at St. Mary’s Hospital, East 
St. Louis, The 
observed by a solemn high Mass. with 
Rev. Schindler as 


followed by a dinner for relatives of the 


Illinois. occasion was 


Clement celebrant. 


two Sisters. 


Sr. Angeline Sr. Armella 


Sister M. Angeline, the former Eliza- 
beth Koch, is a native of Germantown 
Ill. She was born there March 4, 1867. 
and entered the community of the Poor 
Handmaids at the old motherhouse in 
Fort Wayne, Ind., on May 31, 1884. She 
habit 
and made her profession on August 9. 


received the February 2, 1886 
1888. 

Her first assignment was St. Augustine 
school in Chicago where she taught for 
eight years. She then returned to her 


native diocese and continued teaching 
and acting as organist in several South- 
She 
years as bookkeeper and organist at St 
Belleville 
celebrated her golden anniversary ten 
Her vears have 


spent at St Hospital 


ern Illinois parishes spent twenty 


Vincent Home in where she 
been 


East 


later 
Mary's 


vears ago 
St. Louis 

In all, Sister Angeline labored fifty- 
two vears as a Religious in the Diocese 
of Belleville 

Sister M. Armella’s parents were John 
Elizabeth 


Germantown 


and (Feldmann) Thien of 


Born August 13, 1867 
Sister attended the parochial school and 
then assisted her parents until she en- 


tered the Community on July 10, 1884 


She received the habit with Sister Ange- 
February 1886. and 


line on pro- 


nounced her vows August 9, 1888. Two 


of her younger sisters, Sister Tharsilla 


and Sister Febronia, followed her into 


the convent, but both died many years 
ago 

Sister Armella spent all her years as 
cook in hospitals and homes for the 


Belleville Addie 


and Carlyle claiming the greater portion 


aged, Centralia Glen 


of her active life. Sister Armella was in 


LaPorte. Ind.. in 1936 and there on 


August 9, celebrated the fiftieth anni- 


versary of her profession 





Committees will be responsible for 
the general practitioner service, and 
can refuse to allow a doctor to enter 
the Service in an area which is con- 
sidered over-doctored; in other words, 
a doctor will not be able to practice 
where he likes under the service. 
Local Health Authorities (county and 
county borough councils) will be re- 
sponsible for non-hospital maternity 
services and child welfare, home 
helps, district nursing, etc., and for 
the ambulance service. They will also 
be responsible, in England and Wales, 
for the setting up of Health Centers. 
Much has been promised about these 
health centers, at which a group of 
doctors will practice, share equip- 
ment, and so on. Very rosy pictures 
have been painted of the advantages 
of these, but in the present economic 
situation it appears unlikely that 
these will now materialize for some 


years. Indeed, the public seems to 
have been promised much that it 
will not be possible to supply, at any 
rate in the early stages. 

Under Britian’s Social Security 
program, of which the National 
Health Service forms a part, prac- 
tically every adult member of the 
community is compulsorily insured, 
and will pay contributions ranging 
from 3s.10d. a week: failure to pay 
this, or to insure, will render a person 
liable to heavy penalties. Of this 
money paid in stamps weekly, some 
10d. will represent payments for the 
medical services, including hospital 
services, the rest going toward un- 
employment assistance, pensions, etc. 
The total cost of the National Health 
Service is estimated at £152 million 
a year, which will be obtained from 
rates, taxes, and social security con- 
tributions. 





PLANNING TOMORROW’S HOSPITALS 

This issue of Hosp1TaL Procress carries a number of 
articles dealing with hospital planning. These articles 
discuss hospital planning in its early stages of selecting 
an architect and making preliminary surveys. As is 
pointed out good hospital planning must begin even be- 
fore this. It should begin with a study of the hospital 
and health needs of a community. This study should 
include not only the need for a general hospital, but the 
special needs. One mid-western city has a well organized 
hospital system with a reasonable number of beds for 
general care, yet there is no hospital care available for 
tubercular children. Facts of this type have been and 
should be brought to light through social planning coun- 
cils and other special studies. It is no longer safe or wise 
to begin the creation of a hospital in response to an 
impassioned plea of a small but highly vocal group. Thor- 
ough and systematic study should precede any final 
decision in order that duplication of effort may be avoided 
and in order that facilities may be utilized where they 
are needed most. This is especially true within the sys- 
tem of Catholic hospitals where the resources of money 
and personnel are most limited. 

Moreover, in our planning we should not forget that 
we are planning for a Catholic hospital. The sources of 
inspiration and strength for much of the work of the 
Catholic hospital flows from a spiritual source. This is 
the chapel and the Eucharistic presence. In planning 
the efficient and economic care of the patients many 
factors must be considered: factors which will guarantee 
an economy of movement and effort for doctors and 
nurses; facters which will look to the convenience of 
patients and visitors. In a Catholic hospital no less 
thought should be given to the spiritual care of the 
patients and to the spiritual inspiration of the profes- 
sional and non-professional personnel. If Christ’s pres- 
ence in the hospital chapel is to exert an influence in the 
hospital then it should be easily accessible to Sisters, 
doctors, and nurses. Visitors and ambulatory patients 
love to visit the chapel, especially in times of crises or 
sorrow. Non-Catholics frequently welcome the opportu- 
nity to visit the hospital chapel. It would seem, therefore, 
that in our planning we should try to make the chapel 
as accessible as possible to all who are to live in the 
hospital, to work in it or who are to visit it. 

Religious care of patients must of necessity be one of 
the prime concerns in a Catholic hospital. In our plan- 
ning have we always given as much thought to this as 
to other phases of patient care? Much time and thought 
are given to some type of communicating system by which 
a patient may quickly call the nurse’s station and the 
nurse may without leaving her station ascertain what the 
patient needs. This is excellent. But have we thought of 
a communication system by means of which the Chap- 
lain’s Sunday sermon or a high Mass may be carried to 
each patient? Once upon a time it was customary in 
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... editorially 


Catholic hospitals to have morning and evening prayers. 
The Chaplain or a Sister or a nurse could lead these 
prayers very easily, even in the largest hospital, if the 
proper communicating system were available. 

Modern convenience and invention can and should 
be utilized to secure the spiritual needs as well as the 
physical, in order that the whole man may be refreshed 


and healed. 


+> 


A GOLDEN JUBILEE 


The Annual Convention of the American Hospital As- 
sociation which is being held in Atlantic City this month 
will mark the fiftieth anniversary of the founding of the 
Association. The editors of HosprtAL Procress and the 
officers of the Catholic Hospital Association of the United 
States and Canada welcome this opportunity to extend 
to the officers of the American Hospital Association and 
all its members sincerest congratulations not only on the 
completion of half a century of existence, but for notable 
achievement in organizing and expanding hospital services. 

Every hospital in the United States has profited by 
the work of the American Hospital Association. More 
important than this is the fact that the American people 
receive more and better hospital care today because of 
the leadership and influence exercised by this large and 
important organization. The American Hospital Associa- 
tion has not been satisfied to confine itself to a limited 
or narrow sphere of its influence, but has through its 
councils and committees contributed to and co-operated 
in professional, social, and economic development. 

From the officers of the American Hospital Association 
and its members have come many leaders in the field of 
health care, men who unselfishly and tirelessly gave them- 
selves to the job of systematically relieving the pain and 
suffering of their fellow men and making the United 
States a better place in which to live. 

The Association deserves, in addition to many other 
things, to be commended for inaugurating and promoting 
Blue Cross. Because of the foresight, the organizational 
skill, the patience and the ideals behind this movement 
millions of American citizens are able to receive, without! 
financial embarrassment, adequate hospitalization. Other 
are relieved from fear of illness and accident becaus: 
they are economically prepared to face either of thes: 
emergencies. 

In the field of public relations the American Hospita 
Association has undertaken the task of educating th: 
American to an appreciation of what a hospital is an 
what its function is in American life. As a result mor 
people are using hospitals, the hospitals are becomin 
more and more community service centers and th 
people are learning to understand the need for first cla- 
hospitals in the communities. 

The American Hospital Association Council on Gov 
ernment Relations was organized at a time when th 
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voluntary hospitals began to be subjected more and more 
to legislation. Fostering a policy not only of protection 
but of co-operation the council has courageously demon- 
strated the value of the voluntary system of hospitals 
ind has been instrumental in promoting a feeling cf joint 
responsibility between government agencies and volun- 
ary hospitals. 

The Catholic Hospital Association has been happy to 
o-operate with the American Hospital Association when 
ommon interests were involved and when joint action 
as advisable. Its officers are grateful for many courtesies 
nd favors received and look forward to continued co- 

«peration and mutual assistance. 
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BRITAIN’S SOCIALIZED MEDICINE 
TEACHES A LESSON 


Mr. Laurence Dopson writing in this issue of Hosp1Tav 
l’ROGRESS on “Hospitals Under Britain’s State Health 
Service” gives a detailed account of what has happened 
to the hospitals under Britain’s National Health Service. 
Although hospitals staffed by religious orders and teach- 
ing hospitals in England and Wales remain autonomous, 
the system of voluntary hospitals is completely and 
essentially changed. Under the same National Hea'th 
Service the practice of medicine has also been to a very 
large extent placed under the auspices of the state. 

We who have been associated with the voluntary hos- 
pital system and accustomed to the private practice of 
medicine as traditional institutions of American life, find 
the socialized health care of Britain obnoxious and un- 
acceptable. Relying on the great progress which American 
hospitals and American medicine have made, we are in- 
clined to say “it can’t happen here.” 

If by chance we are jolted from smug assurance to 4 
certain degree of concern, we are apt to anesthetize 
ourselves with large doses of superiority compound. 
“Our hospitals are filled; our doctors are extremely busy: 
we have better hea!th care than any other nation in the 
world, all is well.” Or we may in moments of indignation 
write and speak against the inefficiency and the unpro- 
fessional aspects of state medicine, the destruction of th 
traditional personal relationship between patient and 
physician, 

These arguments even though widely disseminated and 
documented will do little to stem the movement toward 
state control of medicine and hospitalization. What has 
happened in Britain can happen in the United States. 
The great progress we have made under a voluntary sys- 
tem can be lost if the voluntary system does not con- 
tinue to go forward toward a higher goal of more and 
better medical service to more people, especially to 
underprivileged people. 

hat other nations have a level of medical care lower 
than ours does not excuse us from striving toward a 
more perfect system. Many nations have a lower stand- 
ard of living than we have because they have fewer 
resources. We who have the maximum in scientific and 
financial resources should not become too easily satisfied 
because we have attained a level higher than other less 


for'unate people. 
Government has already assumed many tasks in the 
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health care of the American people. Further steps may 
be expected unless the voluntary system of medical care 
faces some hard facts — facts which engender bitterness 
and dissatisfaction among men and women who are not 
receiving adequate medical attention. These same facts 
become propaganda material for those who openly or 
covertly promote socialized medicine and state control of 
hospitals. We are told that two out of three Americans 
cannot on their incomes meet the cost of serious illness 
and that forty per cent of the nation’s counties do not 
have a recognized hospital. We know that many in 
minority groups cannot afford adequate hospitalization 
and it would not be available to them if they had the 
money. 

These facts are a challenge to organized medicine and 
to all hospitals and hospital associations. The status of 
medicine and the hospitals in Britain is a warning to us. 
The defense against the imposition of a government- 
contrived solution lies not in debate, not in polemics 
against socialized medicine, but in an honest facing of 
facts and in a sincere effort to wipe out inequalities and 
inadequacy in the care of the sick. Those who are opposed 
to state monopoly of medical and hospital care may pre- 
vent its coming if they do not default on their social 
obligations. 
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HOSPITAL PROGRESS GETS AROUND 

It is always a pleasant surprise to meet oneself face 
to face, in a manner of speaking, in an unexpected spot. 
That was what happened to the Editors recently when, 
in perusing the Dutch Catholic hospital journal Ons 
Ziekenhuis, they came across a three-column discussion 
of HospitaL Procress. The compliments which the 
thoughtful Editor of Ons Zickenhuis paid our journal 
should be passed over lightly, but Hospitat PRroGReEss 
would be less than human if it did not at least take note 
of them! 

More significant, however, is the rather wistful com- 
ment which the Editor made when discussing the con- 
tents of the January issue of HosprTaL ProGRess. “What 
strikes us particularly,” he writes, “is the large number 
of contributions by Sisters. We should like to see this 
good example followed, and present an occasional article 
from a similar source in Ons Ziekenhuis.” Hospitar 
ProcreEss is indeed fortunate in that respect. 

In spite of this lack, Ons Ziekenhuis need no 
for either contents or appearance. Clearly, the contents 
reflect current Dutch hospital problems, which, inci- 
dentally, have a great deal in common with the ones in 
this country. Noteworthy is the thoroughness with woich 
these problems are discussed, leaving hardly a facet of a 
given situation unobserved. A great deal of space is 
devoted to the cost and financing of new hospital con- 
struction; the shortage of hospital beds must be more 
acute in war-damaged Holland than in the United States. 

Hospitat Procress hopes that the Catholic hospitals 
of Holland as well as the rest of Europe will find ways 
to overcome the great difficulties they face. There is a 
profound community of interests between them and us, 
regardless of differences in nationality and language. 
Frontiers are unknown to the Catholic Church — and to 
the sick. 
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This Month with the Association 





INSTITUTES ON HOSPITAL 

ADMINISTRATION 

The Catholic Hospital Association 
continued this summer its program 
of institutes in Hospital Administra- 
tion. These institutes were held in 
co-operation with St. Louis Univer- 
sity. Four separate institutes were 
held in the course of the six-week 
summer session. The first was an 
orientation course dealing with the 
most elementary phases of hospital 
administration. Twenty-eight | stu- 
dents were enrolled in this institute 
which was a prerequisite for other 
institute programs. 

The sequence to this institute was 
known as a problem course and dealt 
in more detail with current problems 
in hospital administration. A large 
number of guest lecturers made con- 
tributions to this course and led the 
discussion which followed every pres- 
entation. There was an enrollment 
of thirty for this course. 

Running concurrently with the 
above course for two weeks was a 
course entitled “The Catholic Hos- 
pital in Canon Law.” Father Frank 
Furlong, S.J., from St. Mary’s Col- 
lege, St. Marys, Kansas, conducted 
this program for twenty-eight Sisters. 

Eight Sisters returned for the sum- 
mer to complete the institute program 
by taking a course devoted to ‘Re- 
search in Hospital Administration.” 
This course included field work 
and project activities. Each student 
visited several hospitals in St. Louis 
and made an intensive study of one 
or two phases of Hospital Adminis- 
tration. 

Certificates are being awarded to 
all students who have completed three 
institute courses. 


COUNCIL ON PREPAYMENT 
PLANS AND HOSPITAL 
REIMBURSEMENT 
The sixth meeting of this Council 

of the American Hospital Association 

took place in Detroit, September 2 

and 3. Rev. George L. Smith, presi- 

dent of the Association and a member 
of this Council, attended. 


HOSPITAL ADMINISTRATION 
INSTITUTE AT LAVAL 
UNIVERSITY 
The Institute on Hospital Admin- 

istration presented jointly under the 

auspices of Laval University and the 
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Catholic Hospital Council of Canada, 
August 9-22, attracted 100 hospital 
Sisters. While most of the registrants 
resided in or around Quebec City, a 
fair number from more distant points 
also attended. 

Under the leadership of Father 
Bertrand, S.J., director, an excellent 
program was arranged. With the aid 
of well prepared and able faculty 
members and lecturers, the students 
were afforded an unusual opportunity 
to advance their knowledge and un- 
derstanding of many of the pressing 
problems now confronting hospital 
administrators. 


THE ANNUAL MEETING OF THE 
AMERICAN COLLEGE OF 
SURGEONS 
Meeting for the 31st year, the 

American College of Surgeons will 

convene this year in Los Angeles, 

California, during the week of Oc- 

tober 18th. As in the past, one of the 

major features of the program will 
be “The Hospital Standardization 

Program” of the College. 

The Catho'ic Hospital Association 

will be represented by Rev. John J. 

Flanagan, S.J., executive director. 


COMMITTEE ON ACCOUNTING 
AND STATISTICS OF A.H.A. 
Meeting in Chicago, August 3, 4, 

and 5, this Committee under the 
chairmanship of Charles Roswell of 
the United Hospital Fund of New 
York, reviewed very intensively sev- 
eral of the important phases of this 
work. One of these concerned statis- 
tics and the relation of this factor 
in hospital administration to hospital 
accounting. The other discussed at 
length related to the Chart of Ac- 
counts. In this matter, the functions 
of the hospital! and its departmental- 
ization were subjected to careful 
study and analysis. 

Mr. Dave Spanier of the Health 
Facilities Division of the United 
States Public Health Service is tem- 
porarily assisting. Mr. William Mur- 
key, secretary of the Committee also 
attended. 

Mr. Ray Kneifl, a member of the 
Committee, attended the meeting. 


INSTITUTE ON ACCOUNTING OF 
THE AMERICAN ASSOCIATION 
OF HOSPITAL ACCOUNTANTS 
Beginning Monday, August 16, the 

American Association of Hospital Ac- 


countants held an Institute on Ac 
counting presented by the Research 
and Educational Staff members of 
the International Business Machine 
Co. (1.B.M.) at the Company’s offices 
in Endicott, New York. 

Featured in this Institute was In- 
ternal Control through the use of 
mechanical equipment. The executive 
secretary, Mr. Kneifl, attended. 


THE CATHOLIC RURAL LIFE 
CONFERENCE, LA CROSSE, 
WISCONSIN, OCTOBER 17-20 
The president of the Association 

Rev. G. L. Smith of Aiken, Sout! 

Carolina, will participate in the pro 

gram of this annual meeting of the 

Conference. Father Smith will dis 

cuss rural health from the viewpoin' 

of hospital services in rural com 
munities. 


THE GOLDEN JUBILEE MEETING, 
AMERICAN HOSPITAL 
ASSOCIATION 
As reported elsewhere in this issue. 

the American Hospital Association is 

observing its Golden Jubilee — meet 
ing this year in Atlantic City, New 

Jersey during the week of Septembe: 

20. 

The Catholic Hospital Association 
will be represented at this meeting 
by the following officers and _staif 
members: Rt. Rev. Maurice F. Griffin 
of Cleveland, past president; Rev. 
George L. Smith of Aiken, South 
Carolina, president; Rev. John W. 
Barrett of Chicago, president-elect: 
Ray Kneifl, executive secretary; and 
Al. C. Janka of Hospirart PrRocress. 


BIENNIAL CONVENTION OF THE 
QUEBEC CONFERENCES 
The biennial convention 

Montreal and Quebec conferences 

took place at Quebec, August 23-25, 

at the Jesuit College. No fewer than 

13 addresses were delivered in the 

five sessions which took place during 

the convention. Speakers included Dr. 

Harvey Agnew, Dr. J. C. Miller, Ir. 

George Montel, Dr. Malcolm T. Mac- 

Eachern, Dean Conley of the Amevi- 

can College of Hospital Administ:a- 

tors, Dr. Romeo Blanchet, Rev. \. 

Germain, and Rev. Father Sams: n. 

S.J. Father Bertrand, president of 

the Catholic Hospital Council of 

Canada gave a report on the Instit: te 

of Hospital Administration wh 

took place in Montreal during M ty 
of this year. 

An exhibit of hospital suppli:s. 
held concurrently with the conv: .- 

tion, numbered more than 50 boot »s. 


of the 


HOSPITAL PROGRESS 








PROGRAM FOR DISPLACED 

PERSONS 

Early in June, following the Cleve- 
land Convention, Msgr. John R. Mul- 
‘oy of Denver, first vice-president of 
ithe Association, departed for Europe 
ommissioned to survey conditions 
with relation to displaced persons. 
\ccompanying Msgr. Mulroy were 
Msgr. Eugene Loftus of Buffalo, 
\Isgr. Ligutti of the National Rural 
ife Conference, and several others 
oncerned in this new development. 

Msgr. Mulroy returned home on 
\ugust 7. 


STATISTICAL STUDY ON CANCER 

The American Cancer Society has 
arranged in co-operation with the 
Catholic Hospital Association an ex- 
tensive study on malignant neo- 
plasms, based on 36,000 abstracts 
from clinical records and autopsy 
protocols which were collected by 
Dr. Kurt Pohlen and a group of 


associates from 29 hospitals during 


1938-1942. This is unique and valu- 
able material from which important 
results are expected. 

The purpose of this study is: 

a) to find the numerical relation 





The post-graduate course in 
hospital administration at St. 
Lovis University will begin 
officially on September 21, 
1948. It is the natural evolu- 
tion of the under-graduate 
program in hospital adminis- 
tration created some ten years 
ago by Father Schwitalla. The 
department of hospital ad- 
ministration in the graduate 
school of St. Louis University 
offers a formal academic 
preparation for the training of 
administrators for the hospital 
field. It consists of the basic 
course in hospital administra- 
tion and elective courses de- 
pendent upon the individual 
needs of the student. 

In addition to its own per- 
sonnel and courses the de- 
partment draws upon the fa- 
cilities and courses of other 
departments of the University 
to give the student a com- 
plete program in the adminis- 
trative areas. 

Located in a city of twenty- 
five hospitals, the University 
is able to call upon experi- 
enced hospital administrators 
for special lectures and to 
give the students an oppor- 
tunity to visit hospitals of 
varying type and size. 


Qualifications for Admission 

Applicants for admission to 
the graduate program in Hos- 
pital Administration must 
have a degree at least equiva- 
lent to the baccalaureate level 
and meet all the entrance re- 
quirements of the graduate 





Hospital Administration Graduate Program 


school of the University in- 
cluding the graduate record 
examination. It is desirable 
that applicants should have 
had experience in medicine, 
nursing, or business, but other 
candidates who give evidence 
of personal capabilities and 
fitness for hospital work will 
be considered. 


Requirements 


The applicant for the de- 
gree of Master in Hospital 
Administration must be in 
residence at the University for 
at least one (1) year, includ- 
ing one summer session, and 
complete the fixed curriculum 
ranging from 34 to 36 semes- 
ter hours. In addition, one (1) 
calendar year of supervised 
administrative experience in 
a general hospital is required. 
The director of the department 
of hospital administration 
must approve the hospital 
selected for this experience. 
The University will assist but 
does not guarantee to find a 
suitable hospital for this ex- 
perience. Administrative in- 
terns will serve in hospitals 
under the preceptorship of the 
administrator. Each internship 
will be influenced by the in- 
dividual needs of the student; 
basically, the student will ro- 
tate through the various hos- 
pital departments. No credit 
that would shorten the aca- 
demic year of supervised ad- 
ministrative experience in a 
hospital will be given for pre- 
vious experience or instruction. 
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between primary and secondary sites 
of malignant growths according to 
pathological examination, 

b) to compile the relative number 
of such early cancers which were in- 
cidental findings at autopsy only and, 
because of not having caused any 
clinical symptoms, could not be sus- 
pected and discovered by clinical 
examination, 

c) to compare the frequencies of 
malignancies by age groups as they 
result from either clinical examina- 
tion at death or postmortem examina- 
tion, 

d) to designate the differences be- 
tween the individual clinical diag- 
noses and post-mortem findings of 
those cases which were diagnosed as 
cancer in either examination in a 
gradual scale of errors, leading from 
terms of correct and incomplete to 
partly correct and fully incorrect 
statements, both with regard to the 
site and cause of the disease, 

€) to evaluate the correction, topo- 
graphically and etiologically, of the 
diagnosis of admission to the hospital 
in a similar way with regard to the 
correctness of the clinical diagnosis 
at death, 

J) to study statistically whether 
the prevalence or absence of certain 
diseases seem to create a predisposi- 
tion in an organ to become the site 
of a primary or secondary malig- 
nancy. 

Among the total of 36,000 cases. 
are close to 10,000 in which a malig- 
nancy or an unspecified tumor is 
mentioned on either the admission 
diagnosis, the clinical statement on 
the cause of death, or the report of 
the post-mortem examination 


National Foundation Formed to 
Study Arthritis, Rheumatism 


According to a story in the 
Journal of the American Medical Asso- 
ciation of July 24, a new national foun- 
dation has been organized to promote 
the study of arthritis and rheumatic 
conditions from which an _ estimated 
7,500,000 persons in the United States 
are suffering. 

The Arthritis and Rheumatism Foun- 
dation is sponsored by the American 
Rheumatism Association in cooperation 
with the National Arthritis Research 
Foundation, the Detroit Fund for Crip- 
pling Diseases, and others. Medical poli- 
cies and activities will be directed by a 
medical and scientific committee now 
being organized 


news 
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Medico - Moral Problems 


Gerald Kelly, S.J. 





Non-Catholics and Our Code 


Question: In the July number of 
HospitaL Procress (XX/X, 259) 
you stated that, with regard to the 
ethical directives of our codes, the 
principles enunciated pertain not 
merely to Catholic teaching, but to 
the moral law, and for this reason 
a double standard (one for Cath- 
olics, the other for non-Catholics) 
is not admissible. Some of our non- 
Catholic personnel would appreciate 
it if you would explain this more 
fully. 

The Catholic hospital codes that 
I have seen consist mainly of three 
classes of regulations: 

1. Provisions for the religious care 
of patients: These include directives 
concerning the administration of the 
sacraments, the care of the dying, 
Christian burial, and so forth. 

2. A statement of some moral 
principles and practical applications: 
A moral principle would be, for 
example, that the direct killing of 
an innocent person is never per- 
mitted; and a practical example of 
this principle is the forbidding of 
craniotomy of a living child. That 
contraceptive sterilization is against 
the natural law is another moral prin- 
ciple; and one of its practical appli- 
cations is the prohibition of fallo- 
tomy for the purpose of rendering 
conception impossible. Still another 
example of a moral principle is the 
statement that mutilation of the 
human body is permitted insofar as 
it is required for the well-being of 
the patient, and a practical applica- 
tion of this is the allowing of orchi- 
dectomy in the treatment of carci- 
noma of the prostate gland. 

3. Certain precautionary regula- 
tions: for example, that excised 
organs be sent to the pathologist, 
that surgeons give notice of the oper- 
ation they intend to perform, and 
so forth. 

With regard to the first class of 
regulations, I may say that these gen- 
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erally pertain to specifically Catholic 
teaching. The question proposed at 
the beginning of this discussion does 
not refer to them. The co-operation 
of non-Catholic personnel is of course 
highly desirable in these matters; but 
I think I can safely say that Church 
authorities would not insist on the 
observance of these prescriptions by 
non-Catholics who could not render 
such assistance without violating their 
own religious convictions. However, 
in such a case of conscientious objec- 
tion, the non-Catholics would be ex- 
pected to notify the hospital author- 
ities so that due provision could be 
made for the religious care of the 
patients. 

The regulations of the third class 
are “ethical directives,” in the sense 
that they are wise prescriptions made 
to prevent abuses and carelessness. 
They are not specifically religious; 
nor are they in themselves moral 
principles or direct applications of 
such principles. They are made by 
civil law, or by a medical association, 
or by hospital authorities. They are 
merely Auman directives that can be 
changed by the authority that made 
them; but as long as they exist in 
a hospital they must be observed by 
the entire hospital personnel. The 
question we are answering does not 
refer to regulations of this kind. 

The question is particularly 
directed to the regulations of the 
second class. To explain to our non- 
Catholic inquirers just why these 
prescriptions cannot admit of a 
double standard, we must discuss 
these two points: (1) the meaning of 
the natural law; and (2) the compe- 
tency of Catholic moralists to declare 





Note: Medico-Moral Problems 
may be submitted to the Editors 
of Hospital Progress, 1438 South 
Grand Boulevard, St. Louis 4, Mo. 


what is and what is not against the 
natural law. 


The Natural Law 

A rather time-worn, but still in- 
structive, analogy may help to 
explain the meaning of the natural 
law. 

Suppose that an inventor-mechanic 
would construct a new type of 
machine, e.g., a special type of auto- 
mobile; and suppose that he would 
then sell it to me and would present 
me with a book of instructions con- 
cerning its correct and incorrect use 
Granted that the mechanic acted 
reasonably, these instructions would 
not be a merely arbitrary after- 
thought without any reference to the 
nature of the machine. Rather, the 
would be a written formulation of 
“do’s and don’t’s” based upon his 
own intimate knowledge of the 
machine. He planned it for a certain 
purpose; he chose the materials and 
arranged them according to a certain 
design; he knows what is in it, and 
his instructions express this knowl- 
edge in a practical way. Another 
talented mechanic might examine this 
same machine and, by perceiving its 
materials, its arrangement, and _ its 
purpose, he could reach substantiall, 
the same conclusions as the inventor 
had expressed in his book of instruc- 
tions. In other words, both the in- 
ventor and the examining mechanic 
would know that the very nature of 
the machine requires that it be oper- 
ated in a certain way, or in certain 
ways, in order to accomplish its 
purpose. 

Something similar, but in a much 
higher order, took place when God 
created human nature. He had a plan 
for this new being. He endowed it 
with certain powers and functions. 
When the nature is used according 
to its inherent design it will ac- 
complish its purpose; when it is used 
contrary to this design, its purpose 
is defeated. Obviously, in creating it 
with this particular design, God ex- 
pressed His will that it be used in 
accordance with the design. 

When God gave Moses the Ter 
Commandments, He gave him wh 
might be called a book of instru - 
tions containing the main points co: - 
cerning the right and wrong use 
human nature. These Commani - 
ments were not a merely arbitra: 
afterthought, not something ‘“‘adde« 
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to human nature; they were, except 
for the detail concerning the Sabbath, 
a divine formulation of something 
already existing in that nature. Any 
man with sufficiently developed 
reason and with sufficient oppor- 
tunity could arrive at the same con- 
clusions, and even more detailed ones, 
by an intense study of his own 
nature. 

This law of human nature, existing 
in the nature itself, is called the 
netural law. It is called a divine law, 
to indicate that it originated directly 
from God, not from man. It is some- 
times referred to as the natural moral 
law, to distinguish it from the laws 
that express the nature and proper- 
ties of irrational things (e.g., the law 
that certain things will burn under 
certain conditions). It is often said 
to be “written in the heart of man,” 
to signify that God expressed His 
will in the very creation of human 
nature, and that this will exists 
independently of any written or oral 
formulation — also to show that it 
binds all men, not just a certain 
group. 

Like other analogies, this one may 
limp and may be inadequate to 
express the full truth; yet I trust that 
it sufficiently explains what is meant 
by the natural law. And I hope that 
it also makes clear why a double 
standard cannot be admitted when 
there is question of the principles of 
the natural law and of their applica- 
tion to medical cases. For, since this 
law is the same for all human nature, 
it holds equally for non-Catholic 
patients and Catholic patients, for 
Catholic doctors and non-Catholic 
doctors. 


Competence of Moralists 

I believe that all who really under- 
stand the meaning of natural law will 
readily concede that its basic prin- 
ciples are the same for all men, 
regardless of creed. But non-Cath- 
olics may legitimately raise this 
question: “By what authority do 
Catholic moralists claim to have the 
only correct expression of the natural 
law? They may be erroneous in their 
statement of principles; and they 
may thus be imposing an unjust 
burden on those who consider that 
the natural law allows certain things 
(@g., contraceptive _ sterilization) 
which Catholic moralists claim to 
be wrong.” 

before I answer this fair question, 
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Double-Edged Public Relations Aid 


Reproduced herewith is a folder 
which Dr. A. W. Snoke, director of 
Grace-New Haven Community Hos- 
pital, is using successfully as a 
comparatively inexpensive, but ef- 
fective public relations aid. The 
folder, which is gummed along the 
edge of one page and can be 
sealed and mailed free, is given 
to all patients as they leave the 
hospital. In it Dr. Snoke asks for 
comments, good or bad, emphasiz- 
ing that the hospital is trying to 
give the best possible care to the 
patient. 

The result has been quite grati- 
fying. While the majority of the 
comments naturally pertain to the 
nursing service, attention is also 
given to X-ray, basal metabolism 
service, and other departments 
with which the patients come into 


contact. Naturally, not all of the 
suggestions made turn out to be 
practicable; but even if they do 
not it is felt that the folders have 
very definite public relations value, 
since they make the patient feel 
that his opinions are wanted. 

Another obvious advantage of 
the folder is that the comments, 
when passed on to the depart- 
ments or individuals concerned, 
help to keep these departments or 
persons on their toes. 

The photograph on the front 
cover is of the New Haven Unit. On 
some other folders, a photo of a 
proposed new building is used, thus 
calling the public’s attention to the 
hospital building program. 

While the idea is not original 
with Dr. Snoke, his use of it is 
rather provocative. 





I should like to make two observa- 
tions. First, the question should not 
be so understood as to give the im- 
pression that this is a matter of “the 
Catholic moralists against the world.” 
As a matter of fact, many who are 
not Catholics accept and rigidly 
adhere to the moral principles and 
applications contained in our codes. 
Hence, though our moralists may 
claim to have the only correct ex- 
pression of the natural law, they do 
not claim to be the only ones who 
possess this knowledge. 

My second observation is this: the 
answer to the question really touches 
two spheres, the religious and the 
scientific, because the opinions of 
Catholic moratists have both a reli- 
gious and a scientific value. I could 
hardly expect non-Catholics to accept 


the religious authority of the moral- 
ists, because this would imply accep- 
tance of the teaching authority of the 
Church; hence I will stress the ex- 
planation of scientific competence 
and will later add merely for in- 
formation, a few words concerning 
the religious aspect. 


Scientific Aspect 

What do I mean when I speak of 
the moralists’ scientific competence? 
I certainly do not mean that they are 
experts in the science of medicine. An 
occasional moralist may 
physician and may have acquired a 
profound knowledge of medicine; but 
as a group the moralists neither are 
nor claim to be medical experts. They 
are not judges of good and bad 
medicine (except in obvious cases 


also be a 
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that should be apparent to anyone: 
e.g., that a pathological condition of 
a fetus is not remedied by craniot- 
omy); they leave such judgments 
to competent medical men. 

But the Catholic moralists do have 
a just claim to special competence 
in the science of ethics, the science 
of moral right and wrong. They are 
highly trained and experienced men 
in this particular field. Their prepara- 
tion for this professional capacity is 
intense and comprehensive; they 
usually teach the science of morality 
over a number of years, and they are 
constantly dealing with practical 
applications of this science. Aside 
from any question of religion, the 
Catholic moralists represent by far 
the world’s largest group of special- 
ists in the science of ethics. And they 
have a tradition of scientific study 
that extends over centuries. 

When such men agree on the state- 
ment of a principle of the natural 
law or on the application of a prin- 
ciple to a definite type of ethical 
problem, their unanimity is worthy 
of at least the same _ intellectual 


respect that is accorded the agree- 
ment of expert mechanics, physicians, 
lawyers, chemists, and so forth, in 


their respective fields. Their united 
opinion can reasonably be challenged 
only by those who have made a 
penetrating study of the natural law 
and who can offer sound reasons for 
their dissent. 

(I have insisted here on “agree- 
ment” among the moralists. Such 
agreement gives a sound scientific 
argument for the correctness of prin- 
ciples and of many applications. As 
a matter of fact, there are many 
points of ethics, and particularly of 
medical ethics, in which the issues 
are not yet clearly defined and in 
which, therefore, there is a legitimate 
difference of opinion. In these cases, 
our codes do not force either opinion 
on physicians.) 

To this brief discussion of the 
moralists’ scientific competence, I 
might add one observation, which 
many non-Catholic medical men have 
no doubt already noted. Catholic 
moralists are not sour individuals 
who are bent on projecting their own 
frustrations on other people by try- 
ing to make life hard for them. Physi- 
cians surely experience no morbid 
satisfaction when the sound prin- 
ciples of their own science force them 
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to tell some disconsolate patient that 
he must undergo a serious operation 
or go on a heroic diet in order to 
save his life. Nor are moralists with- 
out sympathy when they must give 
similarly “hard answers” because the 
law of God, expressed in human 
nature, demands such answers. 


Religious Aspect 

I should like to add a word con- 
cerning the religious competence of 
Catholic moralists. To do this I shall 
have to explain something of the 
Catholic position on the authority of 
the Church in moral matters. Let me 
repeat that my purpose here is merely 
informative; I have no intention of 
turning this article into a one-sided 
debate. 

The Church, as Catholics conceive 
it, is a perfect society founded by 
Christ (whom we believe to be the 
Son of God). The Church can make 
laws for its own subjects, just as civil 
governments can legislate for their 
subjects. Laws made by the Church 
are human laws; and as such they 
bind only the subjects of the Church. 
It should be carefully noted that, 
contrary to the impression that some 
people have, the Church does not 
claim the power to make laws for 
those who are not baptized. 

But the Church does claim that, 
besides lawmaking power, it also has 
teaching authority; and this teach- 
ing authority includes in its ambit 
the whole of divine revelation, as well 
as the moral law; and it extends to 
all mankind because both revelation 
and the moral law are for all man- 
kind. Thus, though the Church can- 
not make the natural law, it does 
have the power to interpret that law, 
that is, to officially declare the true 
meaning and extent of that law. The 
encyclical on Christian Marriage con- 
tains several examples of such official 
teachings regarding medical ques- 
tions: e.g., therapeutic abortion, 
eugenic sterilization, contraception, 
and the general principle concern- 
ing justifiable mutilation. 

The Catholic moralist accepts these 
official declarations and is willing to 
be guided by them. I might add, how- 
ever, that as regards medical ques- 
tions, the study and united teaching 
of the moralists has usually preceded 
the official declarations, so that these 
declarations were rather a religious 
confirmation of the moralists’ teach- 


ing than a guide to that teaching 
Moreover, official declarations or 
moral questions have been compara 
tively infrequent; the usual proce 
dure of the Church is to allow th 
moralists to discuss and clarify ques 
tions of morality and to sanctio 
their conclusions more by ‘“quie 
acceptance” than by official pri 
nouncements. 
P 
Conclusion 

A brief statement will conclud- 
this discussion. We Catholics conside ; 
that the moral principles and pract - 
cal applications in our codes d) 
have religious authority because the 
Church has either explicitly pro- 
nounced on them or at least tacit) 
approved of them by allowing 
approved moralists to teach them. 
Yet we also consider that, aside from 
religious authority, the certainty of 
these same principles and applica- 
tions has been firmly established on 
a purely scientific basis. They are, 
in other words, sound ethics, sound 
expressions of the natural law; hence 
we fear no injustice in insisting that 
they apply to all men, not merely 
to Catholics. 


— — 


Announce Publication Date of 

“Nursing for the Future” 

The National Nursing Council, In 
announces that Nursing for the Future, 
by Esther Lucille Brown, Ph.D., will be 
off the press and ready for distribution 
early in September. The report, prepared 
under the auspices of the National Nurs- 
ing Council, and financed by The 
Carnegie Foundation, deals principally 
with nursing education but also with 
nursing service insofar as there are im- 
plications for education. The book can 
be obtained from the Publications De- 
partment, Russell Sage Foundation, 130 
East 22nd Street, New York 10, N. Y. 
The price is $2.00. 


—_—__—_# 


March of Time Hospital Movie: 
“The Case of Mrs. Conrad” 
March of Time has prepared a movie 

concerning the functions of the hosp ta! 

which uses the “case history” 0 

young married woman for a graphic | 

trayal of what happens to a patient f 

the time of admission until discha ¢ 

The film will be shown commerci. ly 

and should be of considerable inte 

to hospital administrators as well as 

public, since it is an excellent pu 

relations aid. 
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THE SIGN OF THE CROSS 


Refuge of the Desperate 


SOMETIMES it is very good to 
«ke stock of obvious and traditional 
hings. We can see more, much more, 

ven we put the obvious under obser- 
vation. If, then, we look for a moment 
or: what it means to us to make the 
Sign of the Cross, we can be quite 
h«ppily surprised at what we find. 

Let us put this thought in a prac- 
tical context. Suppose there is a 
patient who has steadily but con- 
sistently manifested no interest in 
the affairs of his soul though he has 
obviously and constantly been grow- 
ing weaker and weaker, worse and 
worse. Suppose, however, that at the 
last he does manifest a dawning 
interest in his soul’s eternal destiny. 
Suppose he does somehow give us the 
impression that he would be glad to 
know what things he needs to know, 
to do what things he needs to do 
before he meets his Judge, his Savior, 
his Creator in that fearful moment 
when his final lot is cast. 

We can be at our wits’ ends to 
know just how into that mind, hardly 
more than half conscious and natu- 
rally rather more than absorbed in 
his own pains, we can bring the 
comforting words of salvation. We 
can remember what theologians tell 
us are the absolute minima that must 
be taught him. St. Paul has told 
and he is authority enough — that 
man must believe that God is, that 
He rewards the good deeds, that He 
punishes the unrepented evil deeds. 
But it is probably necessary, and so 
it is practically imperative, that the 
Incarnation and the Trinity must be 
taught such a soul in order for him 
to be in the right dispositions, as far 
as knowledge goes, for fruitfully 
receiving the Sacrament of Baptism. 
That would be the minimum catechet- 
ica! instruction, to be used only in 
the utmost and direct necessity, when 
thc re is no more time and when action 
is imperative to meet the glimmer 
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of good will that has been manifested 
by the dying, unbaptized patient. 

What prayer can we say with him 
that will meet his needs and God's 
requirements? What instruction, be- 
cause so simple, so clear and so easily 
remembered, can we possibly contrive 
that will outrank The Sign of the 
Cross? 


Sign of the Cross Is Complete 
Prayer 

In that sublime and most effective 
prayer we acknowledge God. And it 
is not too hard to recognize Him as 
the rewarder of the good and the 
punisher of the unrepentant wicked. 
We find the Trinity surely, for 
Father, Son, and Holy Ghost are 
names. They would not be named 
were they not separate Persons, 
distinct indeed in Person vet One in 
nature. We find the visual represen- 
tation of The Cross of Christ, making 
so close to our eyes the very instru- 
ment whereon the God-made-man 
surrendered His dear Life out of love 
for us in sufferings so ghastly, but 
with a self-possession that was en- 
tirely complete. We find the Incarna- 
tion taught. We find the whole life 
of Jesus Christ somehow resumed. 
We find His great commandment of 
the Love of God and of the neighbor. 

There in that Sign of the Cross 
we find The Alpha and The Omega 
— The Beginning and The End of 
human hopes and of all human 
aspirations. God is there, our be- 
ginning, our Creator. God is there, 
our constant Companion and invisible 
but most real Conserver during life 
— and always. God is there, our final 
aim and our great destiny. God is 
there, made present to the laboring, 
confused, and darkening mind by 
means of the physical gesture that 
traces The Sign from the forehead, 
where the thought of God now rests, 
to the heart, where the love of God 


can now begin an eternal abiding. 
and to the shoulders, which can carry 
the voke of God. Those shoulders can 
yet square last, 
sublime surrender, meritorious finally 
in faith and hope and dawning char- 
ity, to the End of all and to the very 
Beginning of hope and life eternal 

The tired nurse and the 
whelmed chaplain can, each of them, 
refresh themselves ahead of time and 
soundly with a more attentive notice 
to their own use of The Sign of the 
Cross. It can carry a little *“medita- 
tion” with itself when we make it 
It is, of course, a countersign, a pass- 
word, a symbol. It shows that he who 
makes it has the key to unlock the 
treasure house of the supernatural. It 
can make devotion to the most lov- 
able reality of the Trinity grow. It 
can be the beginning of a very effi- 
cient recollection in one’s personal 
use of it. God is not only named, but 
it is in His Name that all that 
follows is intended to be done 

It is a most practical “first” 
morning offering, unofficial but effec- 
tive. It can mark the moment of 
rising with a new and fresher start 
on the road to God. 


themselves for one 


over- 


The Hallmark of the Church 

The Church knows the value of 
The Sign of the Cross. She has it as 
her proud hallmark. She puts it on 
her churches. She signs with it the 
Tabernacle where the divine Guest, 
the God-Man, holds His 
Court. She puts it on the new-born 
babe when he is brought to the font 
for baptism. With it she anoints the 
dying. She seals with it the 
her 


invisible 


very 
graves of beloved, prayed-for 
dead. 

Once it was a sign of contradiction, 
ghastly, horrid, debasing, and very 
cruel. But it has been taken to the 
heart of mankind as the tenderly 
reverenced instrument wheron the 
far-flung arms of The God-Man were 
fixed in unending gesture of welcome 
whereon His Sacred Heart 
opened to flow forth in the symbols, 
blood and water, of the very 
erating sacraments of the Church 
Baptism and the Eucharist. The Be- 
ginning and the End those are 
Names of God. And The Sign of the 
shares somehow in_ those 


Was 


gen- 


Cross 
Names, for it marks our starts. it 
complements our finishings. 


(Concluded on page 





A.M.A. Report on Intern Placement 


“... The number of positions available for intern training 
exczeds by large numbers the available interns . . 


In connection with the following 
report, Father Barrett, who attended 
the meeting described for the Cath- 
olic Hospital Association, wishes to 
remind hospital administrators to 
prepare two different lists of intern 
selectees. This procedure is advisable 
because it will enable a hospital to 
substitute names from the second list 
if the first-choice interns fail to 
accept appointment. The regulations 
specify that no appointments shall be 
made prior to November 15. How- 
ever, in order to give prospective 
interns sufficient time to reach a deci- 
sion, hospital authorities should 
assure themselves that preliminary 
contacts shall have been made well 
in advance of November 15, and that 
sufficient information on which to 
base decisions shall have been fur- 
nished to the candidates. 

The report, reprinted from The 
Journal of the American Medical 
Association, July 3, 1948; pp. 882-3, 
follows. 


REPORT OF COMMITTEE ON 
INTERN PLACEMENTS 

Dr. William Bates, chairman, pre- 
sented the following report, which was 
referred to the Reference Committee on 
Medical Education: 

The Committee on Intern Placements 
was appointed by the Speaker of the 
House of Delegates in January, 1948. 
The appointment was the result of a 
resolution from New Jersey presented 
by Dr. Hilton Read of Atlantic City, 
and modified by the Reference Com- 
mittee to read: 

WHEREAS, The number of positions 
for intern training in approved hos- 
pitals exceeds by large numbers the 
available interns; and 
WHEREAS, It is becoming increas- 
ingly difficult each year for approved 
hospitals and those hospitals desiring 
approval to secure interns from ap- 
proved medical schools; therefore be 
it 

Resolved, That the Speaker of this 

House appoint a special Committee 

on Intern Placement consisting of five 

members, including two general prac- 
titioners, (a) to study the supply and 
distribution of interns with particular 
emphasis on furthering interest in 
general practice. (b) to co-operate 
with the Council on Medical Educa- 
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tion and Hospitals and other inter- 

ested agencies in an effort to arrive 

at a method leading to a better dis- 
tribution of interns and (c) to present 

a report of its findings and recom- 

mendations to this House at the 

annual session in 1948. 

Since the appointment, members of 
the committee have consulted teachers, 
medical school and hospital authorities. 
interns, residents and many practicing 
physicians. 

On Saturday, June 19, 1948, this com- 
mittee met with the Joint Intern Com- 
mittee representing the Association of 
American Medical Colleges, the Amer- 
ican Medical Association, and the Cath- 
olic and Protestant Hospital Associa- 
tions, and three representatives of the 
Council on Medical Education and Hos- 
pitals. Besides the members of this 
committee there were present: 

Father John Barrett — president- 
elect of Catholic Hospital Associa- 
tion of United States and Canada. 

F. Stanley Howe — director, Orange 
Memorial Hospital; chairman, 
American Hospital Association 
Committee on Internships. 

Charles T. Delezal, M.D. — secre- 
tary, Council on Professional Prac- 
tices of the American Hospital 
Association. 

J. A. Curran, M.D.— president, 
Long Island College of Medicine; 
chairman of the Committee on 
Internships and Residencies of the 
Association of American Medical 
Colleges. 

Council on Medical Education and 
Hospitals: Donald G. Anderson, 
M.D., secretary; Victor Johnson, 
M.D.; E. H. Leveroos, M.D. 

As a result of these deliberations we 
wisk to present the following recom- 
mendations: 

We recommend that hospitals and 
medical schools which do not co-operate 
with the Plan for Uniform Intern Place- 
ment be reported to the Council on 
Medical Education and Hospitals of the 
American Medical Association for in- 
vestigation and appropriate action. 

(Plan for the Year 1948-1949 for 
Internships Beginning July 1, 1949: 

1. Applications and credentials to 
be submitted only through the dean’s 
office to hospitals, with the date for 
filing applications and release of cre- 
dentials by the medical schools set 
at Oct. 15, 1948. Credentials ordi- 
narily will consist of an executed ap- 
plication blank and a letter from the 


dean but do not preclude such letter 
from members of the faculty as the: 
may wish to write, unsolicited by th 
candidate. 

2. Applicants may visit hospita: 
and be interviewed by hospital in 
tern committees, but the hospit: 
administration shall not commit th 
hospital or obligate the applicant, « 
potential applicants, before Nov. 1: 
1948. 

3. No intern appointments shall b 
made prior to Nov. 15, 1948, from 
applicants who are members of tl 
senior class in medical school. Ho:- 
pitals may decline an applicant 
any time. 





On Filing Prescriptions 


There are many ways of filing 
prescriptions in a pharmacy, and 
probably as many advocates of 
the various systems. The above 
photo illustrates one simple, and 
partly home-made device, that 
might prove practical to some 
hospitals. 

It consists of the common type 
of wooden file drawer with a few 
embelishments for ease of han- 
dling. The drawer holds two stacks 
of prescriptions, each resting on a 
thin board. The stack of prescrip- 
tions can be lifted out of the 
drawer, board and all, and by 
pivoting it on the bolt or steel pin 
in the corner, which is fastened to 
the bottom of the drawer, can be 
slipped on to the edge of the 
drawer, giving easy access to the 
prescriptions. 

To take prescriptions off the 
stack, all that is necessary is to 
remove the curved spindle which 
fits into the thin tubes shown in 
the center of the illustration. The 
system has proved both convenient 
and time-saving. 

Submitted by Sister M. Berenice, 
St. Mary’s Hospital, St. Louis, Mo. 
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4. Applicants shali accept or reject 
hospital appointments before mid- 
night of Nov. 18, 1948. 

5. These regulations shall apply 
only to undergraduate medical stu- 
dents who have not completed the 
fourth year of their medical school 
course. ) 

(Contemplated Changes in 1948 
Uniform Intern Placement Plan. The 
Committee moved that item 3 of the 
plan be amended to read: 

“No intern appointments shall be 
tendered prior to Nov. 15, 1948 to 
applicants who are members of the 
senior class in medical schools. Notice 
by telegram is preferable. Hospitals 
may decline an applicant at any 
time.” 

Also that item 4 of the plan be 
changed to read: 

“Applicants shall send acceptances 
or rejections of appointments so that 
they are received at the hospitals by 
midnight of Nov. 18, 1948; but com- 
mitments by applicants shall not be 
required prior to that time.”) 


Secondly, in the interest of promoting 
general practice and better to prepare 4 
physician to choose a specialty, we rec- 
ommend that all specialty boards re- 
quire at least one year of approved 
rotating internship before allowing a 
physician to start his specialty. 

Thirdly, we recommend that an ap- 
proved rotating internship shall be of 
one or two years’ duration; should in- 
clude an educational training program in 
medicine, both organic and functional; 
obstetrics, pediatrics and surgery with 
especial emphasis on diagnosis under the 
supervision of a qualified educational 
director of interns. More of these in- 
ternships should be for a term of two 
years. The specialty boards should be 
requested to give credit toward certifica- 
tion for work in their respective fields 
during the second year. 

Fourthly, we recommend that hospi- 
tals at present approved for internship 
should be reappraised on the basis of 
their educational program for interns. 

Fifth. we recommend that any hospi- 
tal which does not provide an adequate 
educational training program for interns 
may be approved for general residencies 
for graduates who have completed an 
approved, rotating internship of at least 
one year, 

Lastly, being mindful of the difficulties 
involved because of the differences in 
medical school requirements, the differ- 
ences in state laws, the differences 
in requirements of specialty boards 
an’ the differences in hospital regula- 
tions and organizations, we recommend 
tha’ the Council on Medical Education 
an’ Hospitals be and it is hereby in- 
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Carl A. Erikson 

Mr. Erikson, who was one of the par- 
ticipants in the “Planning — the Impor- 
tant Phase in Hospital Development” 
Section at the Cleveland Convention, is 
at present a member of the architectural 
firm of Schmidt, Gardan, and Erikson of 
Chicago. His article on hospital depart- 
ments, like the articles by Sister Inez. 
Mr. Riley, and Mr. Hills, is an adapta- 
tion of the address he gave at that 
meeting. 

A prolific author of articles for vari- 
ous architectural and hospital journals, 
Mr. Erikson has garnered, along with a 
fine reputation in his field, quite a few 
tokens of recognition for his ability. He 
is a consultant on hospital planning for 
the U. S. Public Health Service and the 
Veteran's Administration; a member of 
the Illinois State Hospital Advisory 
Commission; and he has lectured at 
Chicago and Northwestern Universities 
in the schools of hospital administration, 
and elsewhere. He received his B.S. in 
Architecture from the University of 
Pennsylvania, and is a Fellow of the 
American Institute of Architects. 


James B. Hills 

Mr. Hills, who discusses schematic 
planning, has considerable experience in 
the building and planning of hospitals 
A graduate of Cornell University College 
of Architecture, he was a partner in the 
firm of O'Meara and Hills, 1920-1940. 
During this period the firm opened 
offices in St. Louis, Detroit, and Min- 
neapolis, and planned such outstanding 
hospitals as DePaul in St. Louis and 
St. Mary’s Hospital Addition in Roch- 
ester. At present, he is senior partner 
of the firm of Hills, Gilbertson, and 
Hayes, of Minneapolis, which, among 
others, worked on such projects as 
St. Joseph’s Hospital and School of 
Nursing, Marshfield, and St. Mary's 
Hospital, Ladysmith, both in Wisconsin. 
Mr. Hills is a member of the American 
Institute of Architects. 


Sister Inez 

In her career, Sister Inez probably 
has covered more ground, and inciden- 
tally gained more experience, than most 
administrators. At present she is admin- 


istrator of St. Mary’s Hospital, Roch- 
ester, N. Y., a position she has held 
since 1947. After serving as supervisor 
of the surgery department and super- 
visor of nurses in various hospitals from 
Connecticut to Florida, she was admin- 
istrator of St. John’s Hospital, Lowell, 
Mass., St. Vincent’s Hospital, Norfolk, 
Va., and DePaul Hospital, Norfolk, Va 
While in Lowell, she supervised the erec- 
tion of a 35-bed pediatric unit and a 
200-bed nurses home, and during her 
term as administrator in Norfolk she 
helped plan a 250-bed hospital and 
nurses home. The experience thus gained 
was supplemented by the work she did 
in reviewing plans for several small and 
large hospitals of the Daughters of 
Charity 

In other fields, Sister Inez was equally 
active. Thus, she was appointed Nurse 
Consultant through the Inter-American 
Affairs Office, Washington, D. C.. and 
in that capacity was sent on two differ- 
ent occasions to the General Hospital 
Managua, Nicaragua 


William A. Riley 

Another of the participants in the 
Convention special session, Mr. Riley is 
a man whose architectural and hospital 
background covers most of Europe as 
well as the United States. After receiv- 
ing his degree from Massachusetts In- 
stitute of Technology, he completed a 
study of hospitals as Fellowship holder 
in England, Ireland, France, Belgium 
Holland, Switzerland, and Germany. In 
the same year, 1934, he took a special 
course for hospital administrators in 
Basle, Switzerland, and the next year be- 
came American hospital consultant to 
the City of Stockholm, Sweden, on 
a 1500-bed hospital at Sodermalm 
Sweden. A member of the American 
College of Hospital Administrators, and 
of numerous other professional organiza- 
tions, Mr. Riley has contributed a great 
many articles to hospital magazines, in- 
cluding HospitaL ProGrRess 


Laurence Dopson 

Mr. Dopson, who writes about the 
British Health Service Act. is an 
experienced British medical journalist, 
with many articles to his credit 





structed immediately to begin imple- 
mentation of these recommendations 
and to report at the next session of 
the House of Delegates the progress 
toward accomplishment of-each of these 
recommendations. 


Respectfully submitted, 

WILLIAM BATES, Chairman 
DEERING G. SMITH. 

MATHER P. PFEIFFENBERGER 
B. R. KIRKLIN. 

WILBURT C. DAVISON. 





Conducted by Margaret Foley, R.N., M.S. 





Meetings, Past and Future 


REPORT ON THE COMMITTEE ON 
NURSING PROBLEMS OF THE 
AMERICAN MEDICAL 
ASSOCIATION 

EVIDENCE that the inadequate 
supply of nurses for institutional staff 
positions is a problem of interest to 
the medical profession is presented 
in the report of the American Medical 
Association’s Committee on Nursing 
Problems which is published in the 
July 3 issue of the Journal of the 
American Medical Association. 

Appointed in 1947, the Committee 
headed by Dr. Thomas P. Murdock, 
presented its report during the Asso- 
tion’s annual Convention in July, 
1948. Recommendations were made 
covering three broad aspects of the 
problem: the immediate relief of the 
shortage; proposed training for all 
grades of nurses in the future; and 
the economic situation. 

For immediate relief of the 
shortage, the Committee recommends 
the use of married and retired nurses; 
more economical use of available 
R.N.’s through assignment of non- 
nursing duties to non-professional 
personnel; use of trained practical 
nurses; use of workers trained on- 
the-job; and active recruitment of 
students, for schools of nursing. 

In regard to the pattern of educa- 
tional preparation for nurses in the 
future, the Committee recommends 
two levels of nursing: the profes- 
sional nurse and the practical nurse. 
The professional nurse.group would 
include those who are prepared for 
positions in nursing education and 
administration, as the result of a 
collegiate program, and a so-called 
clinical nurse whose preparation 
would consist in a modification of the 
present three-year program — two 
years being recommended. The 
preparation recommended for the 
practical nurse included three months 
of theory and niné months of prac- 
tice, with provision for up-grading 
qualified practical nurses to the 
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professional level, through additional 
study. 

In the economic area, the com- 
mittee recommends provision for 
social security and retirement plans 
for nurses; improved personnel poli- 
cies; and inclusion of essential nurs- 
ing service in pre-payment plans. The 
report deplores the action of the 
nurses in voting to have state asso- 
ciations act as bargaining agents on 
the ground that such terminology 
carries with it the implication to 
strike, which implication is unbecom- 
ing the nursing profession. 


CURRICULUM, COUNSELING, AND 
EVALUATION COMMITTEE MEETS 
The Committee on Curriculum, 
Counseling, and Evaluation of the 
CCSN met at Seton School of Nurs- 
ing, Colorado Springs, Colorado, July 
21-25, at the request of the members. 
The purpose of the meeting was to 
plan for the use of the evaluation 
program as a means of counseling 
Catholic schools of nursing, as re- 
quested by the Conference in recom- 
mendations approved at the pre- 
convention meeting on June 6. 

Attending the meeting were Sister 
Mary, f.c.s.p., Seattle, Washington, 
chairman; Sister M. Kevin, RSM, 
Omaha, Nebraska; Sister Agnes 
Miriam, SCN, Washington, D. C.; 
Sister Cyril, S.C., Colorado Springs, 
Colorado; Margaret Foley and M. 
R. Kneifl, of the Central Office, 
St. Louis. 

As a result of this meeting, the 
Committee will present a_ report 
to the Council and Committees 
assembled in St. Louis in Septem- 
ber, at which time it is hoped 
definite plans for the execution of 
the counseling program can be 
published. 


COUNCIL AND COMMITTEES OF 
C.C.S.N. TO MEET 


As this issue of HospiraAL PRoc- 
RESS goes to press, preparations are 


under way for a meeting of the 
recently elected Council and Com- 
mittees of the Conference of Cath- 
olic Schools of Nursing on September 
1, 2, and 3 in St. Louis, Missouri. 

At this initial meeting of the offi- 
cers of the reorganized Conference, 
matters pertaining to organization 
will be considered, including the 
election of a chairman of the Council. 
Further business to be discussed 
includes: 


Plans for the January meeting o! 
the Council, Committees and Advi- 
sory groups. 

Plans for the 1949 Pre-conventio1 
meeting of the CCSN. 

Discussion of means by _ whicl 
Higher Superiors may be kept in- 
formed of developments in nursing 
education. 

Implementation of the Evaluatior 
Program as a counseling service to 
schools. 

Each of the four committees will 
be asked to present its program for 
the year. A report of this meeting 
will be presented in the October issue 
of HosPITAL PROGRESS. 


HOTEL DIEU SCHOOL OF NURS- 
ING, NEW ORLEANS, APPROVED 
BY N.L.N.E. 


Hotel Dieu School of Nursing, 
New Orleans, received notification on 
June 17, 1948, that it has been 
approved by the Committee on 
Accreditation of the National League 
of Nursing Education, Sister Celes- 
tine, administrator of the hospital, 
announced last month. 

This accomplishment places the 
Hotel Dieu School of Nursing in the 
position of being one of the two 
schools of nursing in the State o/ 
Louisiana which have been accredited 
by the National League of Nursing 
It is the first Catholic school of nurs- 
ing in the state to be so recognized. 

The inspection of the Hotel Dieu 
School of Nursing preparatory |) 
making recommendations for the 
accreditation was conducted 
March, 1948, by Miss Hazel A. Go'. 
secretary of the Committee on the 
Administration of the Accreditir z 
Program of the National League 
Nursing Education. 

The Daughters of Charity of * 
Vincent de Paul have operated t 
Hotel Dieu School of Nursing 
New Orleans since 1899. 
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Reviewed by George E. Reed, A.B., LL.M. 
Civil Liability of Voluntary Hospitals 


The Special Session of Congress 
did not result in any legislation which 
aifects hospitals, however, the recent 
law reports disclose many judicial 
actions of interest to hospitals. The 
number of cases involving the liability 
of hospitals for injuries resulting to 
patients indicates that many attor- 
neys feel that the principle of general 
immunity of charitable institutions 
for negligent acts may now be suc- 
cessfully attacked. 

The theories supporting general 
immunity are usually denominated 
the “trust fund,” the “implied 
waiver,” the “public policy,” and 
“inapplicability of respondent supe- 
rior” theories. 

The “trust fund” theory is predi- 
cated upon the assumption that 
monies used in the maintenance of 
charitable endeavors are a part of a 
trust fund established for the purpose 
of combating illness, an object which 
is entirely charitable, but does not 
contemplate the payment of damages 
to beneficiaries of the charity due to 
the negligence of employees. 

A much sounder theory is the one 
which rests on the assumption that 
those accepting the benefits of charity 
waive any claim for damages arising 
out of the administration of charity. 


Illinois Case Points the Way 

The most popular theory is the 
“public policy” doctrine under which 
it is argued that charitable enterprises 
are of a quasi-public character and 
that it is better for the community 
in general that the individual should 
suffer and bear his loss rather than 
the offending charitable institution. 

About sixteen States are definitely 
committed to these theories of general 
immunity. Many other States are 
committed to a policy of limited im- 
munity while others have placed hos- 
pitals in the same position as an 
ordinary individual or corporation. 

The trend away from the general 
immunity theory has been accelerated 
by the common knowledge that the 
majority of the hospitals now carry 
public liability insurance. So in the 
recent case of Wendt v. Servite 
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Fathers the plaintiff brought an 
action against a charitable institution 
to recover damages for the negligence 
of the charitable institution. 

The defendant had an insurance 
policy whereby the insurance com- 
pany agreed to pay all sums which 
the insured should be obligated to 
pay by reason of liability for negli- 
gent acts. Attached te the policy was 
a most interesting rider providing that 
the insurer would not use the defense 
of immunity of the defendant insti- 
tution unless requested to do so. The 
State of Illinois, where the action was 
brought, adheres to the theory that a 
charitable institution is unqualifiedly 
immune from liability for negligent 
acts. The Servite Fathers requested 
that the insurance company pay for 
the injury but the latter declined, 
arguing that the immunity of the 
institution was absolute and could 
not be waived. The court declared 
that: 


Court's Findings 

“To hold that the exemption from 
liability is absolute and that a hos- 
pital may not protect its beneficiaries 
by insurance because it creates a new 
liability where none existed before is 
to extend the immunity doctrine be- 
yond cases decided in this state. 
Where insurance exists and provides 
a fund from which tort liability may 
be collected * * * the defense of im- 
munity is not available.” 

Here then we have a new concept 
of public policy. The existence of in- 
surance gives rise to the proposition 
that public policy demands that those 
injured by negligent acts of charitable 
institutions should be reimbursed 
from available insurance funds. The 
essence of this theory is that the 
general immunity doctrines are not 
absolute. 

Such being the case, the change- 
over from unqualified immunity to 
general liability will not present a 
judicial hurdle of great magnitude. 
Many courts have made this transi- 
tion with ease by pointing out that 
the considerations of public policy 
upon which general immunity is based 


no longer exist today. As a matter of 
fact, the general immunity theories 
were derived from the old English 
doctrine of non-liability of trustees 
of charity for damages. But now in 
England a hospital operated as a 
charity is liable for the negligence of 
its servants in the same sense as a 
private individual. 

Judicial trends in this country gen- 
erally follow those in England where 
statutory law is not involved. There 
is then every reason to expect that 
our courts will rapidly discard the 
non-liability precedents. The fact that 
a particular State still adheres to a 
general immunity doctrine is no 
longer an adequate protection for the 
courts are now showing a readiness 
to overthrow or seriously modify the 
theories on which immunity is based. 

nai scsi 
RELIGION 
(Concluded from page 331) 

Attention, then, to the use of it, 
a moment’s pause to recall and study 
out the meaning of it, a dignified and 
impressive though familiar imprint 
of it — these will repay the busy and 
harassed chaplain, they will encourage 
the tired and uninventive nurse, they 
will start afresh the worn and yet 
working Sister. As there is no Name 
under heaven whereby we can be 
saved except the Name of Jesus, so 
there is no sign under heaven that 
so completely, so soundly, so thor- 
oughly instructs and invites and 
consecrates as does The Sign of 
the Cross. 

sited 
Longevity in U. S. Sets New Mark 

Information released by Federal Se- 
curity Administrator Oscar R. Ewing 
indicates that the average length of life 
of the people of the United States in 
1946 was nearly 67 years, which repre- 
sents an increase of almost a full year 
over the corresponding figure for 1945, 
and an increase of nearly two years over 
the years immediately preceding the war. 

Tables prepared by FSA National 
Office of Vital Statistics, Public Health 
Service, show that the life expectancy 
of white female babies is now 70.3 years, 
compared to 65.1 years for white male 
babies. For non-white children the cor- 
responding figures are 61.0 and 57.5 
While this points to a decided difference 
between white and non-white, the report 
points out that the improvement be- 
tween 1945 and 1946 was greater for 
the non-white than for the white popula- 
tion, following a narrowing race differ- 
ential which has been in evidence since 
1900. 


335 














NEWS MISCELLANY 


Bishop Alter, Father McGowan to 

Attend Meeting in Rio 

The United States delegation to the 
{nter-American Catholic Social Action 
Confederation, which opens in Rio de 
Janeiro on August 22, includes Bishop 
Karl J. Alter, Episcopal Chairman of 
the N.C.W.C. Social Action department 
and chairman of the Administrative 
Board of the Catholic Hospital Associa- 
tion; Bishop William T. Mulloy of Cov- 
ington; Father Raymond A. McGowan, 
director of the NCWC Social Action 
department; Miss Linna E. Bresette, 
representing the National Council of 
Catholic Women; and Richard Pattee 
and John Parr of the NCWC Inter- 
American bureau, as well as officials of 
employer and labor groups. 


Catholic U. School of Nursing 
Announces Scholarships in 
Psychiatry 
The School of Nursing of The Cath- 

olic University of America has received 

a grant of $35,832 from the Public 

Health Service, Mental Hygiene Divi- 

sion, for the preparatiun of graduate 

students in mental hygiene techniques 
and in psychiatric nursing. 

The grant provides for eight annual 
scholarships of $2,000 each, for graduate 
nurses interested in specializing in either 
mental hygiene or psychiatric nursing. 
Included in the requirements for the 
program are basic preparation and ex- 
perience in psychiatric nursing and a 
bachelor’s degree which meets the re- 
quirements of the University. 

Scholarship applications for the fall 
semester should be received before Sep- 
tember 1, 1948. Applications for further 
information concerning the program may 
be obtained from the Dean, School of 
Nursing Education, The Catholic Uni- 
versity of America, Washington 17, 


D.C. 
e 


Out Patient Psychiatric Department 

Established at St. Mary’s, 

St. Louis 

In order to cope with the increasingly 
serious room shortage in its psychiatric 
department, St. Mary’s Hospital, St. 
Louis, Mo., has established an _ out- 
patient psychiatric department. Patients 
normally come to the hospital twice a 
week for treatment, accompanied by a 
member of the family. The number of 
treatments per week varies with the 
severity of the case; treatments take 
one half hour each. 

It has been found that some patients 
are cured before a vacancy occurs, indi- 
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Three Centuries of Canadian 

Nursing 

By John Murray Gibbon and Mary 
S. Mathewson, R.N., B.S., pp. 500. Mac- 
millan Company, New York, New York. 
$4.75. 

Les infirmiéres canadiennes-frangaises 
connaissent assez bien les débuts de la 
profession d’infirmiéres au Canada. La 
noble figure de Jeanne Mance et des 
héroiques pionniéres religieuses ont heu- 
reusement fasciné plus d’un historien. 
Le présent volume est cependant le 
premier du genre traitant des développe- 
ments subséquents du soin des malades 
dans chacune des provinces du Dominion 
et dans le Canada en général. Il répond 
a un besoin et sera, nous l’espérons, un 
stimulant pour nos écrivains de langue 
francaise. 

Three Centuries of Canadian Nursing 
compte 500 pages divisées en 40 
chapitres. Son développement suit un 
ordre plutét géographique que chro- 
nologique. Ecrit dans un style agréable 
et vivant, il fait revivre tour 4 tour des 
personnalités trés intéressantes qui ont 
illustré l’histoire de la profession depuis 
trois siécles. Quelques récits authen- 
tiques glanés dans les chroniques en 
agrémentent la lecture. 

Les statistiques au sujet des in- 
firmiéres et des hépitaux, de méme que 
les renseignements concernant la der- 
niére guerre constituent une documenta- 
tion trés utile aux institutrices. Des illus- 
trations bien choisies ornent le texte. Y 
figurent aussi les divers champs d’action 
de l’infirmiére: époque héroique des pre- 
miéres_ religieuses hospitaliéres, |’in- 
firmiére religieuse ou laique a l’hépital, 
a domicile, au cours des épidémies, 
durant la guerre, dans les services d’hy- 
giéne publique ou de la Croix Rouge, 
dans l’organisation du “Victorian Order 
of Nurses,” dans les diverses spécialités, 
télles: la tuberculose, la psychiatrie, la 
pédiatrie. 

Le lecteur suit en méme temps les 
progrés accomplis dans le domaine édu- 
cationnel, les efforts réalisés, dans des 
conditions trés difficiles parfois, pour 
favoriser le développement social et cul- 
turel des étudiantes, les débuts des asso- 
ciations locales, provinciales et nationale 
d'infirmiéres et leur participation dans 


association internationale. 

Certains progrés de la science médica! 
y sont signalés ainsi que l’extension ex 
traordinaire des hépitaux et l’organisa 
tion des services de santé. 

Sans vouloir nous attarder a une crit 
que négative, remarquons en passant qu 
la traduction en anglais de noms franca 
(Mgr Mountain pour Mgr Lamontagn: 
etc.) est de nature a choquer l’oreille d | 
puriste le moins exigeant. Quelqu:s 
petites erreurs de noms ou de dates 
sont aussi glissées dans le texte; il resie 
néanmoins que la matiére de cet intére .- 
sant traité a été puisée a des sources 
sires, telles les archives des commp- 
nautés religieuses et des premiers hdpi- 
taux, ou dans des documents publics ce 
premiére valeur. 

Nous aurions aimé voir mentionner 
dans l’histoire des derniers cent ans, 
comme on l|’a fait pour bon nombre 
d’infirmiéres laiques, quelques  reli- 
gieuses spécialement remarquables dans 
le domaine de l'éducation des infimieéres. 
Le nom et les traits caractéristiques de 
ces personnalités ne méritent-ils pas de 
passer a la postérité? 

Les auteurs ont cependant reconnu — 
et ceci est tout a leur honneur — la 
merveilleuse contribution des commu- 
nautés religieuses 4 l’oeuvre du soin des 
malades. Ils s’émerveillent 4 bon droit 
devant un dévouement aussi intelligent 
que désintéressé. 

L’influence de l’Eglise catholique et 
des principes chrétiens sur la profession 
d’infirmiére est visible. Nous sentons a 
travers ces pages que le véritable esprit 
du soin des malades s’inspire de Foi, de 
courage, de dévouement, d’idéal et, au 
besoin, d’héroisme. Celles qui se dé- 
vouent auprés de l’humanité souffrante 
doivent étre fiéres de leurs traditions. Et 
s'il arrivait parfois que les intéréts ma- 
tériels l‘emportaient dans leur vie sur les 
valeurs spirituelles, la lecture de tels 
récits revivera sirement devant leurs 
yeux le noble idéal des devanciéres. 

Reviewed by Soeur Denise Lefebvre, 
s.g.m., I.E., B.A., M.Sc., Institut Mar- 
guerite d’Youville, Montréal, Que 
Canada. 


NOTE: AN ENGLISH REVIEW OF 
THIS BOOK CAN BE FOUND ON 
PAGE 36A. 





cating that this service, born out of 
need, may be of real value even where 
no shortage exists. It has also become 
apparent that it will be possible to dis- 
charge patients sooner, with the proviso 
that they return to the hospital for 
treatment once a week, or at whatever 
intervals may be indicated. 








Msgr. O’Dwyer Named to Board 

Studying Effect of DP’s 

Msgr. Thomas J. O’Dwyer of 10s 
Angeles is one of four clergymen named 
to study the effect on the state of he 
new federal law permitting the im ni- 
gration of displaced persons from 
Europe. 
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